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A Textbook of Nursing 


Thoroughly revised, this New (5th) Edition is actually a com- 
pletely new book. Rewritten to conform with present day con- 
cepts of nursing, it is designed specifically for the practical nurse 

helping her to see her role, functions, and responsibilities in 
today’s community health services. 


Ihe patient is the prime consideration in this text, not the disease 
or the procedure. Similarities in needs of all patients are clearly 
pointed out. Throughout the book the authors emphasize total 
nursing care—developing this around ten essential needs of any 
patient. These include human relations, communications, emo- 
tional as well as physical care, legal aspects, preventive aspects, 
rehabilitation, total needs of the patient, body mechanics, spirit- 
ual aspects, and teaching of the patient and his family. Discus- 
sions relate to patients in varying degrees of infirmity—ambula 
tory, mildly ill, seriously ill and dying. 


By KaturyNn Osmond BrowNe.t, R.N., B.S., Member of Committee, Brooklyn Y.W.C.A., T o.¢ 
School of Practical Nursing; and ViviAN M. Cutver, R.N., B.Ed., Executive Secretary and New (Sth) Edition 
Educational Consultant, North Carolina Board of Nursing Registration and Nursing Educa- 


tion. (Formerly Brownell’s Practical Nursing). About 795 pages, with 102 illustrations J ; 
About $5.50. New (5th) Edition—Just Ready! ust Ready 


SAUNDERS Perkins — Aseptic Technique 
for Operating Room Personnel 


A New Book! Basic principles of operating room nursing are con- 

cisely presented in this unique manual—including procedures the 

nurse must know in order to scrub and circulate in an operating 

room. Evolved through actual use, the manual is divided into 7 

la basic units, covering: Orientation—Basic Sciences—Sterilization—De- 

velopment and Principles of Aseptic Technique—Preparation of 

Patient for Surgery and the Operating Room Nurse’s Responsibil- 

NURSING ities—Selection, Preparation and Use of Specift Operating Room 
Materials—Basic Consideration for all Types of Surgery. 

By Ervine W. Perkins, R.N., M.S. in N. Ed., Associate Professor in the Department of 


Nursing, and Assistant Professor of Nursing, Medical College of Virginia About 100 
pages. About $3.00 


Order Today 

e 7 + 
Hayes & Gazaway—Human Relations in Nursing 
; New (2nd) Edition! This practical text presents sociological con- 
W. B. SAUNDERS cepts and their application to the nursing profession. Nearly every 
COMPANY situation the nurse is likely to encounter is fully explored—in her 
contacts with other nurses; in public health service; in dealing with 
West Washington Square various types of patients in diverse social situations; and in het 
' : c boxer ae ; 
Philadelphia 5, Pa. community. You will find new discussions on Social Relations in 
elp 7 Nursing—Stereotypes Connected with Nursing—Habit-Forming 


Drugs and Drug Addiction—Infectious Illnesses—and many more. 


By WayYLAnp J. Hayes, Ph.D., Professor of Sociology, Vanderbilt University; and Rena 
GAZAWAY, R.N., B.S., P.H.N., M.A., Assistant Professor of Nursing and Health, Uni- 
versity of Cincinnati. 486 pages, illustrated. About $5.00. New (#nd) Edition—Just Ready! 


Please send me the following books C.O.D 
when ready: 


[] Brownell & Culver’s The Practical 
Nurse, About $5.50 


[] Perkins’ Aseptic Technique for Oper Fal & P on—C D Ha dbook 
ating Room Personnel, About $3.00 coner atters urrent rug n 
Steves & Gesnwar's Hlumen Relations 1959-1960 Volume! In tabular form this handy reference gives you 
in Nursing, About $5.00 concise technical data on 1000 drugs in current use. For each drug 

there is pertinent information on: names and uses; normal dosage; 

Falconer & Patterson's Current Drug thod enteatesration: Panne eae “atti i : 
Handbook 1959-60 Volume, About methods of ac ministration, preparation; toxicity; etc. Drugs are 
$2.75, grouped according to type. Among the new drugs you'll find: Hexe- 

. tidine — Lututrin — Digoxin — Isopropamide — Pancreatic Dornase 

Name Fumagillin — Drocode — Ethotoin — Hepazine — Sulfamethazine 
Etc. 

By Mary W. Favconer, R.N., M.A., Instructor in Pharmacology, O'Connor Hospital 

School of Nursing, San Jose, California; and H. Rosert Pattrerson, B.S., M.S., Pharm.D., 


Associate Professor of Bacteriology and Biology, San Jose College, and Pharmacist, 
O’Connor Hospital, San Jose. 161 pages. About $2.75. 1959-60 Volume—Just Ready! 
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No, the best things in life are not free! 


It costs money to produce the magnificent books offered by 
the SEVEN ARTS BOOK SOCIETY. But because so many art 
lovers are members of the society, considerable economies 
are possible. Now you, too, as a member of the SEVEN ARTS 
BOOK SOCIETY, can obtain these lifetime treasures for your 
home at tremendous savings. 


rr acquaint you with the advantages of membership, you 
are invited to choose any one of these beautiful and authori- 
tative volumes at the special introductory price of only 
$6.00, with membership. They are all typical of the scholar- 
ship, lavish color illustration and superb bookmaking you 
will find in each and every selection which the SEVEN ARTS 
BOOK SOCIETY offers its members. 


THE PRAEGER PICTURE ENCYCLOPAEDIA OF ART 
is at once a biographical dictionary and a complete history 
of painting, sculpture, architecture, and crafts—with 580 
illustrations, 192 of which are in glorious full color; over 
175,000 words of text; and an index of more than 2500 
entries. Howard Devree, art editor of the New York Times, 
has characterized this great 584-page volume, measuring 
84%” x 114%”, as “a staggering task” with a “remarkable 
outcome,’ and has praised its scholarship, inclusiveness, sim- 
plicity of language and organization. 


Four recent books that further indicate the range and qual- 
ty of Seven Arts selections and the savings available to 
members. 


MASTERS OF MODERN ARCHITECTURE. 
By John Peter. Illustrates the gigantic achievements of such 
masters as Sullivan, Wright, Le Corbusier, and Mies Van der 
Rohe as well as the work of less well-known architects whose 
work is of comparable importance and interest. 232 photo- 
graphs; 230 pp; 942” x 1234”. Pub. at $15.00. 

JOAN MIRO: HIS GRAPHIC WORK. 
Text by Sam Hunter. A representative selection of the work of 
one of the two greatest graphic artists of this century. 96 illus. 
(14 in full color); 144 pp; 1034” x 1256”. Pub. at $15.00. 4 8h ravy 

HIERONYMUS BOSCH. IRONES ()F 
By Jacques Combe. A richly illustrated study of one of the most j : 
unaccountable figures in the history of art. 140 pages of illus. ‘ re 
(including 32 hand mounted in full color); 245 pp; 834” x 11”. } { Ste HOARD Serene 
Pub. at $17.50 ' : ‘ j : vane es 
THRONES OF EARTH AND HEAVEN. , Se 
By Roloff Beny, with texts by Jean Cocteau, Rose Macauley, "RT oa 
Bernard Berenson, Stephen Spender, and Freya Stark. A dazzling . 
collection of photographs which capture and transmit the beauty 
of the Mediterranean and its ancient art. 190 photogravure 
plates; 11” x 1234”. Pub. at $17.50. 


CHOOSE ANY ONE of these beautiful books for the special 
introductory price of only *6°° with membership 


PUB. AT $17.50 


The Praeger Picture Encyclopedia of Art 


E SEVEN ARTS BOOK SOCIETY r Masters of Modern Architecture 


215 Fourth Avenue, New York 3, N. Y. Joan Miro: His Graphic Work 
Hieronymus Bosch 
You may enter my name as a member of the return your simple form saying ‘‘send me noth- The Thrones of Earth and Heaven 
Seven Arts Book Society and send me the book ing,”’ or use it to order another book from the 
we indicated above at the special introdugtory more than 100 handsome and authoritative 
me price of $6.00 (plus postage and handling). I volumes offered in the course of a year. I may Mr. 
agree to take as few as five additional selections cancel my membership at any time after pur- Mrs.— 
—or alternates—in the next 12 months. I am chasing the five additional selections or Miss please print 
to receive each month without charge the alternates. 
attractive Seven Arts News containing an ex- 
tensive and critical review of the forthcoming 
selection and descriptions of all other books SAVE the cost of postage and handling of your City . Zone State 
© available to me at special members’ prices. If introductory offer by enclosing check or money Same offer and prices apply in Canada. 
HI do not want the selection announced I can order. Address: 105 Bond St., Toronto 2, Ont. 
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IN THIS ISSUE 


COVER: Depicted on this month's cover is the relationship of the instruc- 
tor and the student nurse in caring for the psychiatric patient. We see, 
lower left, that the confused patient appears more alert. Through the 
direction and influence of her instructor, the student becomes more secure 
in her role and is better able to help the patient. 


Laurel Demorest, R.N., author of “Acceptance and 
Security: Vital Factors in Psychiatric Instruction” 
(page 9) is a graduate of Jennie Edmundson Me- 
morial Hospital School of Nursing, Council Bluffs, 
Iowa, and has done undergraduate work at the Uni- 
versity of Omaha and University of Nebraska. Be- 
fore joining the faculty of Northville State Hospital, 
she had served as staff nurse and head nurse at 
Lutheran Psychiatric Unit in Omaha, and as house 

Laurel Demorest supervisor and clinical instructor for affiliating stu 
dents at Nebraska Psvchiatric Institute. 


“Field Experience in Institutional Nursing” (page 
11) is the result of an investigation into the attitudes 
f graduate nursing students toward the experience 
that C. Charlotte Pickering, R.N., M.A., conducted 
with the help of Rozella E. Schlotfeldt, R.N., Ph.D. 
Now teaching in the general nursing program at 
Wayne State University, Detroit, Mich., Mrs. Picker- 
ing is a graduate of St. Mary’s Hospital School of 
Nursing, Rochester, Minn. She holds a B.S. from the 

Charlotte Pickering University of Minnesota and an M.A. from Teachers 
College, Columbia University. 


Shirley Hope Alperin, R.N., author of “Nursing at Sing Sing” (page 14) is 
familiar to NURSING WORLD readers as our “What They're Saying” 


columnist. Presently employed as an office nurse in New York City, Miss 
Alperin is interested in the variety of positions nurses hold. In previous 
articles she has reported on nursing aboard a luxury liner, on television, and 
at the United Nations. 


In 1957 Shirley Smoyak, R.N., M.S., graduated with 
a B.S. degree from the College of Nursing at Rut- 
gers, The State University, in Newark, N. J. Aided 
by a stipend granted under the Mental Health Act 
Mrs. Smoyak has recently completed requirements 
for an M.S. degree in psychiatric nursing from that 
university. On page 16, in “Self-Concept and the 
Schizophrenic Patient,” she relates her experiences 
with a young schizophrenic patient and explains how 

Shirley Smoyak the attitudes of his parents had hindered him in 
establishing his self-concept 


One does not often hear of a nurse who is also a lawyer, but Helen Creigh- 
ton, author of “Legal Responsibilities of the Surgical Technician” (page 
18), is one of the few who can sign R.N. and J.D. after her name. Miss 
Creighton, associate professor in medical-surgical nursing at Southwest- 
ern Louisiana Institute, Lafayette, La., was formerly assistant professor 
Georgetown University, School of Nursing, in Washington, D. C. 


“Cancer, Industry, and the Nurse: 
Part II” (page 21) is the con- 
clusion of a series by Harold L 
Althouse, R.N., and Frances Alt- 
house, R.N., his wife. Both are 
active in local and national nurs- 
ing organizations, and Mr. Alt- 
house is currently president of 
the Erie Industrial Nurses Asso- 

Harold Althouse Frances Althouse ciation. Mr. and Mrs. Althouse 
have three children. 
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industrial Health Course 


The Department of Industrial Medi- 
cine of New York University Post-Grad- 
uate Medical School will offer a full- 
time, one-week industrial 
health for Nov. 2. 

The morning classes of the course 
will be didactic sessions given by mem- 
bers of the medical and nursing faculty 
of the school, a unit of New York Uni- 
versity-Bellevue Medical Center. Semi- 
nars or discussion groups held in the 


course in 
nurses the week of 


afternoons will cover the topic discussed 
in the morning period. Among the sub- 
jects to be included will be communi 
cations; occupational health nursing as 
viewed by management, the physician, 
and the nurse; counseling; and the ad- 
ministration of a medical department 
The course is limited to 50 
working in industrial nursing. Directo 
of the course will be Dr. David H. Gold 
stein, professor of industrial medicine 
at the school, Further 
be obtained by writing to the Dean, 
N.Y.U. Post-Graduate Medical School, 
550 First Ave., New York 16, N. Y. 


nurses 


information may 


Stipends for Psychiatric Study 


The Florida Council on Training and 
nursing for the 1959-60 
academic year. Each stipend is in the 
$2,400 for vear of 
graduate study. 


psychiatric 


amount of each 
Those receiving the stipends must 
agree to practice psychiatric nursing in 
Florida one year for each year of sti- 
pend aid. This service is to begin upon 
completion of the program of study. 


Included as examples of acceptable 
employment are positions in outpatient 
child guidance, psychiatric or mental 
hygiene clinics which derive at least 
part of their support from public funds, 


university programs, public schools, and 
courts 

Further information may be obtained 
from the Council on Training and Re- 
search in Mental Health, Florida State 
Board of Health, P. O. Box 210, 
| u“ | SOnN ille Fla 


USPHS Research Fellowships 


Graduate nurses holding bachelor’s 
degrees who are interested in preparing 


for research careers may be eligible for 


6 


REPORTS 


fellowships administered by the Divi- 
sion of Nursing Resources of the United 
States Public Health Service, in co- 
operation with the Division of General 
Medical Sciences, National Institutes of 
Health. 

The full-time fellowships under the 
Division of Nursing Resources Research 
Grant and Fellowship program provide 
no predetermined stipend, but depend 
instead, on the budgetary needs of each 
fellow. Some awards have been made 
for as much as $5,000. 

Anyone interested in the fellowships 
can make application at any time. She 
should include in her application in- 
formation on her background and career 
plans, purpose the fellowship will serve, 
area of research interest, and detailed 
recommendations of four references 
pertaining to the applicant’s research 
ability. 

There are no age limitations for fel- 
lowships; both men and women are 
eligible 

Applications are reviewed by the 
Nurse Research Fellowship Board, com- 
posed of scientists, including nurse sci- 
entists, of the Public Health Service. 

Further information may be obtained 
from the Research Grant and Fellow- 
ship Branch, Division of Nursing Re- 
sources, Public Health Service, Wash- 


ington 25, D.C, 


Physical Rehabilitation Courses 


The Institute of Physical Medicine 
and Rehabilitation of New York Uni- 
versity-Bellevue Medical Center, New 
York City, during the next school year 
will offer three each of the 
four-week course in “Advanced Phvsical 
Rehabilitation Methods for Physical and 
Occupational Therapists” and the three- 
week “Seminar in Physical Rehabilita- 
tion Methods for Nurses.” 

The advanced course will be given 
Nov. 16-Dec. 11, 1959; Feb. 1-Feb. 26, 
1960; and Apr. 25-May 20, 1960. It will 
deal with severe disabilities and their 
rehabilitation, skills and methods of 
functional activities; there will be field 
trips to other hospitals and institutions. 

This course is open to certified physi- 
cal therapists and occupational thera- 
pists having a minimum of one vear’s 
experience. It carries four points of 
either graduate or undergraduate uni- 
versity credit. 

The three-week seminar will include 


sessions 


discussion of severe disabilities and their 
rehabilitation, skills and methods of 
functional activities, and there will be 
field trips. A candidate for this course 
must be an R.N. with at least one year’s 
experience. 

Applications and further information 
may be obtained by writing Mrs. Edith 
Buchwald Lawton, Director, Postgradu- 
ate Education for Paramedical Person- 
nel, New York University-Bellevue Med- 
ical Center, Institute of Physical Medi- 
cine and Rehabilitation, 400 E. 34 St., 
New York 16, N. Y. 


Diplomas Awarded 


One hundred and twenty-two gradu- 
ates of St. Vincent’s Hospital School of 
Nursing received their diplomas from 
His Eminence, Francis Cardinal Spell- 
man, Archbishop of New York, in cere- 
monies May 19 in St. Patrick’s Cathe- 
dral. 

The class was one of the largest grad- 
uated from the New York City school. 
Rev. Edward J. Montano of St. Joseph's 
Seminary, Dunwoodie, N. Y., addressed 
the graduating class. The Very Rev. 
Msgr. Patrick J. Frawley, director of 
the Division of Health and Hospitals 
for the Catholic Charities of the Arch- 
diocese of New York, and Dr. John A. 
Lawler, president of St. Vincent’s Hos- 
pital’s medical staff, presented the grad- 
uates. 


First To Graduate 


Maj. E. Lynne Christy, who was 
among the first group of nurses to be 
sent to England with the Eighth Air 
Force during the last war, recently be- 
came the first Air Force nurse to gradu- 
ate from the Command and Staff School 
correspondence course. On active duty 
since 1942, Major Christy is presently 
assigned to the Office of the Surgeon 
General, Washington, D. C., as Air 
Force Nurse Corps Procurement Officer. 

Major Christy, a graduate of the 
White Cross Hospital School of Nursing 
in Columbus, Ohio, has served as op- 
erating room supervisor at several Air 
Force bases in the United States. While 
at Keesler Air Force Base, Mississippi, 
in 1947, she received her private pilot’s 
license; since then she has logged more 
than 200 hours as a pilot. 

During her military nursing career 
Major Christy has served with the Air 
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Evacuation Squadron at Brookley Air 
Force Base, Alabama; worked with the 
Civil Air Patrol; and has been assigned 
to the USAF Hospital at Dhahran Air 
Base, Saudi Arabia. She also served as 
Air Force Nurse Recruiting Officer for 
the seven southeastern states between 


1955 and 1957. 


Miss Schever Appointed 


Mathilda Scheuer, president of the 
American Nurses’ Association, has been 
appointed to the Expert Advisory 
Committee for the Professional Nurse 
Traineeship Program by the Surgeon 
General, United States Public Health 
Service. 

The 13th member of the committee, 
Miss Scheuer has served as educational 
director and acting director of the 
Philadelphia Visiting Nurse Society 
and as regional nurse supervisor of the 
Pennsylvania Department of Welfare. 

The Expert Advisory Committee for 
the Professional Nurse Traineeship 
Program was organized in August 1956 
to advise the Surgeon General on 
policies and standards for the three- 
year program which provides financial 
aid to graduate nurses seeking prepara- 
tion for administrative, supervisory, or 
teaching positions. 

Approximately 2,000 graduate nurses 
in 88 schools of nursing and public 
health will receive aid from the pro- 
gram during the current academic year. 


Ten Elected to Staff Council 


Four officers and six new representa- 
tives were recently elected to the Staff 
Council of the Visiting Nurse Associa- 
tion of Brooklyn, Inc. The council rep- 
resents the association’s staff of 139. 

Elected to office for one year were 
Margaret W. Hlinka, chairman; Bar- 
bara Bloom, vice chairman; Annamae 
Mucia, secretary; and Vivienne Walton, 
treasurer. 

New members elected to the council 
were June Lloyd, Dorothy Mass, Doro- 
thea Mann, Julia Brown, Lillian Wolpin, 
and Enrica Nicholson. They will serve 
for two years. 


New Faculty 


Evelyn Cohelan and Virginia Mul- 
herin have been appointed assistant pro- 
fessor of clinical teaching of psychiatric 
nursing and research and instructor of 
medical and surgical nursing, respec- 
tively, by the University of Maryland 
School of Nursing, Baltimore, Md. 

Mrs. Cohelan, formerly an instructoi 
in psychiatric nursing at the University 
of California, has completed require- 
ments for a Doctor of Philosophy de- 
gree from that university and will re 
ceive it this fall. 
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Miss Mulherin is presently an instruc- 
tor in medical and surgical nursing at 
Villanova University, Villanova, Pa. She 
holds a bachelor’s degree from Cornell 
University and a master’s degree from 
New York University, 


Dr. Freeman Is N.H.C. President 


Ruth B. Freeman, Ed.D., was in- 
augurated as president of the National 
Health Council at its Annual Meeting 
of Delegates recently held in Chicago, 
Ill., at the conclusion of the National 
Health Forum. 

In her inaugural address, Dr. Free- 
man, associate professor of public health 
administration, School of Hygiene and 
Public Health, Johns Hopkins Univer- 
sity, stressed the challenging environ- 
ment in which health agencies must 
function today. 

Dr. Freeman outlined four 
challenges facing the Council: 

® Increased effort to clarify and 
understand the different roles and pur- 
poses of the various agencies. 

®& The need to welcome and learn 

live with differences and in some 
instances with distinctly conflicting 
ideas. 

& Continuation of moves to fuller 
exploitation of the unique opportunities 
afforded the ( ‘ouncil for concerted 
effort. 

& Recognition of the “unparalleled” 
opportunity the Council provides for 
finding out more about the process of 
inter-agency functioning. 

Dr. Freeman is also presently serving 
as president of the National League 
for Nursing. 


major 


Inez Haynes New N.L.N. Director 


Col. Inez Haynes, retiring chief of 
the Army Nurse Corps, has been - 
pointed as general director of the Na- 
tional League for Nursing, succeeding 
Anna Fillmore who has become execu- 
tive director of the Visiting Nurse Serv- 
ice of New York. 

Before assuming the post of A.N.C. 
chief, which she held for four years, 
Colonel Haynes had served in a variety 
of Army Nurse Corps assignments 
throughout the world. Among these 
positions were Army area chief nurse 
with the First Army, Governors Island, 
New York City and with the Eighth 
Army in Japan; chief nurse in general 
hospitals in Europe and the Pacific; 
and nurse administrator, Army Nurse 
Corps Career and Assignment Section, 
Office of the Surgeon General, United 
States Army, Washington, D.C. 

In her new position Colonel Haynes 
will be in charge of the N.L.N.’s $3 
million annual program of aid to nurs- 
ing education and community nursing 
services. 
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needs help 
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PANTHODERM 
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to relieve pain 
and itching 
promptly 
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diaper rash 


You will appreciate the cooling, sooth- 
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what they’re saying 





by SHIRLEY HOPE ALPERIN, R.N. 


the care of 


NEW the 


mentally ill is being developed in 


concept in 
some of the nation’s state institutions. 
Under the open door plan, patients are 
no longer confined to wards or rooms 
under lock and key. Instead, they are 
given greater freedom. An example of 
how this technique functions is graphi- 
cally described by Albert Deutsch in his 
article, “Open Mental Hospitals Are 
Here,” in the March The 
Rotarian 

An established medical writer in the 
field of mental health, Mr. Deutsch de- 
scribes the Pennsylvania State Hospital 
in Embreville, the first 
America to adopt this technique. He 
reports that violence at Embreville has 
diminished considerably, and property 
damage has been reduced 75 per cent 
since the policy was initiated in 1956. 

Even before the introduction of tran- 
quilizing drugs, England had achieved 
eminent success in mental reforms under 
its open door program. In 1955 Dr. Paul 
H. Hoch, New York State commissioner 
of mental hygiene, accompanied by his 
Dr. Robert GC. Hunt, toured 
England to study this technique. As a 
result of their survey, 60 per cent of the 
8,900 patients of the 18 state institutions 
in New York are now in open wards. 
At the Hudson River State Hospital 
where Dr. Hunt served as director, the 
wards are 95 per cent open. “Although 
we don’t cure patients merely by un- 
locking doors,” says Dr. Hoch, “the open 
hospital does provide the best environ- 
ment for therapy.” 

The author points out that the idea 
for the open door system in Embreville 
was originated by the institution’s super- 
intendent, Dr. Arthur O. Hecker, and his 
wife, Dr. Eleanor R. Wright, who is 
clinical director at Embreville. Ten 
days after they had convinced the hos- 
pital staff of the importance of their pro- 
gram, all the doors at Embreville were 
unlocked. 


issue of 


institution in 


assistant, 


At first the patients reacted to the 
new system with mixed emotions. “Some 
cried the day the doors opened,” re- 
calls Mr. Deutsch. “Others, suspicious 
that this was a trick, refused to leave the 
ward. One patient wandered out to the 
highway, stopping a passerby. “They've 
opened the doors, he said, ‘and let us 
go around by This patient 
had not talked in over a year,” declares 
the author. 

Astonishing changes occurred in the 
patients. Obstreperous patients quieted 
down while stuperous ones showed in- 
terest in their environment. “Behavior- 
problem patients showed remarkably 
good deportment,” reports Mr. Deutsch. 
What treatment was prescribed for a 
disturbed person? Dr. Hecker states: 
“I don’t know exactly how to explain it, 
but the amazing fact is that we just 
don’t see patients in a disturbed state 
after they ve been here for a day or 
two.” 

Besides quieting mentally disturbed 
patients, permission to roam the grounds 
at Embreville boosted patient morale. 
Women who had been lax about their 
appearance flocked to the beauty shop. 
Unkempt, unshaven men made use of 
the showers and the barber shop. 

When Mr. Deutsch visited the wards 
at Embreville, he saw patients’ faces 
In the cafeterias inmates 
were courteous to one another instead 
of scrambling for their food and seats. 
“The tranquilizing drugs have paved 
the way for the open door,” the author 
declared. One patient he interviewed 
said: “I didn’t like people before I was 
admitted here and I didn’t like them 
any more after I came. But when they 
opened the doors and let me go out, 
and showed that they trusted me and 
wanted to help me, then I began to like 
people. I'm still sick but I don’t want 
to hurt anybody.” In the area around 
Embreville, there hasn’t been a single 
serious accident involving a patient. 


ourselves ; 


were relaxed. 


Even cases diagnosed as paranoid have 
shown marked improvement since the 
doors were unlocked. In some, delusions 
have disappeared; in others, fears have 
been reduced. 

When the open hospital system was 
introduced, Dr. Hecker accelerated the 
activities of patients. More concentrated 
interests were developed in occupational 
and industrial therapy, and recreational 
facilities were expanded. Later Dr. 
Wright experimented with the idea of 
permitting patients, both male and fe- 
male, to govern their own wards. This 
proved successful because it instilled 
confidence and self-reliance in the in- 
mates. A telephone was installed, pa- 
tients did their own housekeeping, and 
a patient “ward president” was placed 
in charge of each ward. 

After the introduction of the open 
hospital concept, hospital personnel felt 
less fear of being attacked. As 
nurse explained to Mr. Deutsch: “Be- 
fore the ward was opened, most of the 
nurse’s time was taken up by routine 
chores. We had to lock unlock 
doors all the time. We treated patients 
like helpless babies and they reacted 
like babies. . . . Now our time is freed 
for psychotherapy and the healing 
services we were trained to perform.” 

The discharge rate of patients at 
Embreville has doubled—90 per cent are 
within a year. Psychiatrists 
favoring the open hospital technique 
state that most mentally ill patients are 
inclined to be withdrawn and passive 
rather than dangerous. Reports reveal 
that less sedatives and tranquilizers are 
used in institutions with the open door 
system, and the Canadian Psychiatric 
Association has approved the policy. 

According to Dr. Paul H. Hoch, 
“When the community gives up its fear 
and distrust of the mentally ill, we can 
unlock the doors and go on with the 
job of treating patients so they can re- 
turn to their homes.” 
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Acceptance and Security: 


Vital Factors 


in 


Psychiatric Instruction 


The nursing instructor, through the consistent 


demonstration of effective nursing care, guides 


the student's development of beginning 


skills in psychiatric nursing. 


by LAUREL DEMOREST, R.N. 


Clinical Instructor in Psychiatric Nursing, 
Northville State Hospital, Northville, Mich. 


EGINNING her psychiatric affilia 

tion is, for the student nurse, sim- 
ilar to her initial experiences in the 
general hospital. She is surrounded by 
techniques, behavior, and language that 
she doesn’t understand. In the general 
hospital she can begin to find her role 
through the mastery of techniques, the 
ability to work with her hands providing 
a kind of security from which she can 
grow to understand her function as a 
nurse. 

But the beginning student in psychi- 
atric nursing finds no such comfort. In 
many large state mental hospitals she 
may face a ward of 60 to 90 patients, 
equipped with no tangible tools except 
her own resources. Falling back on her 
general hospital experience the student 
attempts to find some task to do for the 
patient, only to find that she has no 
idea how to approach him. She feels 
frightened of his frequently bizarre, in- 
appropriate behavior and feels inade- 
quate because she doesn’t know what to 
do or say. 

If she is really to nurse the mentally 
ill patient she must find a way to under- 
stand the patient’s behavior and the re- 
sponses which this behavior evokes in 
her. Usually, in her previous experi- 
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ences, she has concentrated so much at- 
tention on learning techniques vital to 
her functioning that she has had little 
time or opportunity to investigate the 
resources which she as a person brings 
to the patient. 

Searching for an understanding of her 
role in this new situation she persistent- 
ly asks herself and others: “What is psy- 
chiatric nursing?” 

Esther McGregor, associate director 
of nursing education at Northville State 
Hospital, Northville, Mich., a leader in 


our field, describes psychiatric nursing 


as “that branch or specialty of nursing 


which seeks to develop and utilize the 
physical, psychological, and emotional 
capacities of the nurse to prov ide opti- 
mum physical care and to produce ther- 
apeutic experiences and environment 
for the emotionally ill patient.” 

From this the student recognizes that 
the familiar area of physical care is a 
beginning step she is prepared to take. 
The responsibility for physical care 
helps her to bridge the gap which she 
sees between herself and the patient 
whose emotional needs she does not un- 
derstand. The feeling of usefulness and 
worth that she derives from this respon- 
sibility and the problems she encounters 


A nursing student (pictured here is 
Elaine Tortelli) enters a psychiatric ward 
and wonders: What can | do here? 


make it not only necessary but possible 
for her to seek further clarification of 
her role. 

There are several tools for helping 
the student gain the insight and under- 
standing necessary for developing sound 
interpersonal relationships with patients. 
I think one of the most important tools 
is the instructor herself. In the student’s 
early fright and confusion, she will turn 
to her instructor as a source of support 
and as a person with whom she can 
identify. As one student said to her in- 
structor, “We watched everything you 
did and said during the first weeks on 
the ward. We marvelled at your ease 
in a situation which frightened us so 
and felt that we could never act so 
naturally. Yet it was comforting to know 
that vou weren't afraid; it made us feel 
that we might be able to lose some of 
our fear.” 

As the student becomes aware of the 
instructor’s ease and success in dealing 
with patients she will also observe that 
the instructor’s approach does not al- 
ways work. An ability to share mistakes 
or unsuccessful approaches with the 
group can be a valuable learning experi- 
ence for both student and instructor. 

By consistent demonstration of ef- 
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fective nursing care the instructor af- 
fords an opportunity for constructive 
identification, thus guiding the student's 
development of beginning skills in psy- 
chiatric nursing. This necessitates a rela- 
tive degree of experience and comfort 
in direct patient care as well as an abil- 
ity to work closely with all others in- 
volved in patient care 

The student not only needs opportu- 
nities to observe and develop specific 
skills, she needs the instructor's support 
and acceptance of her as an individual. 
[his acceptance can provide the basis 
for developing her own strengths and 
comfort in patient care. 

The student is first a person, and 
she will be subject to feelings of frus- 
tration, confusion, and anger in dealing 
with emotionally disturbed patients. 
hese feelings are natural and are to be 
expected in the face of the withdrawal, 
rejection, or open hostility with which 
the patient may react. Although normal 
and to be expected, these feelings often 
conflict with the student’s concept of 
how the nurse should feel. 

Increasing the anxiety and guilt is the 
student’s intellectual awareness that they 
are sick, without a real understanding 
of the pathology which makes these de- 
fenses necessary to the patient. She can 
then only interpret the responses per- 
sonally, feeling angry and hurt because 
the patient apparently does not like her. 


Her inadequacy to deal with the feel- 
ings, both hers and those of the patient, 
increases the guilt. 


In her attempts to find solutions to 
these problems, the student seeks some 
pattern or formula on which she can 
rely. The beginning instructor, with her 


Giving physical care helps a student to 
bridge gap between herself and patient. 
Student Kaye McCarthy portrays patient. 


own needs for approval and recognition, 
may be too willing in trying to provide 
pat answers. She will soon become 
aware, however, that the best answer 
depends upon the patient’s needs in a 
given situation and the resources of the 
nurse at that time. It becomes necessary, 
then, for the student to explore and at- 
tempt to understand her own resources. 

The student's greatest need is for ac- 
ceptance, not specific answers. When 
she can feel secure in her relationship 
with the instructor, the student can seek 
freely the guidance and clarification of 
problem areas that will lead to greater 
understanding of herself and the pa- 
tient 

Some from 
written final summary will serve as an 
example of the way in which many stu- 
dents work through similar problems. 
She had worked closely with a young 
schizophrenic girl whose behavior al- 
ternated between quiet, nonverbal ac- 
ceptance of the student's presence and 
impulsive striking out at anyone near 
her. The student recognized early in her 
experience that the patient’s impulsive- 
ness frightened her more than the idea 
of physical harm. The student described 
the working through of this relationship 
as follows: 


excerpts one student's 


There are several incidents which 
have been highlights in my growth here 
which I want to tell. One was when 
Mary first hit me. You came in to see 
if I had been hurt. I remember you sat 
down and I told you what happened 
but you just stayed. I was confused and 
afraid because I knew you were waiting 
for me to say more but I couldn’t imag- 
ine what or why. No instructor had ever 
given me the same feeling. Then I some- 
how got the idea and I began to tell 
you how I felt as a result of this inci- 
dent and I knew you were really inter- 
ested. Many of my attitudes began to 
change about the patients and about 
myself because of this acceptance. I 
really began to like many of the patients. 
I began to accept them and I wanted 
to understand them and myself better. 
I admitted to myself that I was afraid 
of Mary and knew it was because I felt 
I couldn’t handle her. She was so resis- 
tive to her treatment that I began to 
dread going to work on those days. 

Some of my friends really began to 
like the work but I still could not say 
that and before too long I accepted the 
fact that I hated it even though I liked 
the patients and faculty. Because every- 
one else liked it I felt guilty and hesi- 
tated to say anything but I was unhappy 
with this too. Finally I told you and it 
didn’t surprise you nor did I feel it dis- 
appointed you. You accepted me so the 
words came easily. You said you had 
felt the same way at one time. I knew 
from how much better I felt what it 
must mean to the patients when we can 
give the same kind of acceptance. This 
I wanted to do. 

Shortly after this conference, Mary be- 
came upset again and I realized that I 


As the student feels more secure she is 
able to offer greater understanding and 
acceptance to the psychiatric patient. 


really understood how she felt. She 
seemed to sense that I understood and I 
was able to stay with her until she had 
expressed the anger and felt more calm. 
As Mary and I both responded to this 
new understanding I could see more 
and more progress in her and I was able 
to give more to her. We have both 
learned, shared and profited in this re- 
lationship. 

Thus, the clinical instructor’s role be- 
comes more clear. She attempts to pro- 
vide a setting or climate in which the 
student can find for herself the security 
and acceptance which we expect her to 
provide for patients. 

Some specific tools which we use are 
the student’s written daily evaluations, 
frequent individual conferences—both 
student- and patient-centered—and the 
small group conference. The success to 
which the use of these tools contributes 
depends on the appropriate combination 
of several factors. The student’s readi- 
ness to use this learning experience and 
the instructor's ability to evaluate the 
student’s level of functioning and pro- 
vide appropriate guidance is one aspect 
of the combination. Another critical fac- 
tor is the instructor’s readiness for con- 
tinued growth, enhanced by her own 
opportunities to gain acceptance, sup- 
port, and clarification. 

This approach to clinical instruction 
in psychiatric nursing demands conscien- 
tious acceptance of the responsibility for 
continuous personal assessment and de- 
velopment of the capacity for greater 
understanding. Obviously, this is a try- 
ing and frequently difficult assignment 
but the privilege of sharing in the per- 
sonal and professional growth of the 
student is the gratifying result of such 
an investment. 
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Field 


Experience 
in 
Institutional 
Nursing 


A nurse-educator reports on her 
study concerning attitudes of nurs- 


ing students toward field experience 


in institutional nursing before and 


after the experience. 


Rose Chmiel, graduate nursing student at Wayne State Uni- 


versity, instructs the patient 


in correct use of crutches. 


by C. CHARLOTTE PICKERING, R.N., M.A. 


Assistant Professor of Nursing, Wayne State 
University, College of Nursing, Detroit, Mich. 


NE of the requirements for the 

degree of Bachelor of Science in 
Nursing in the general nursing program 
at Wayne State University, College of 
Nursing, is field experience in compre- 
hensive nursing care, ward administra- 
tion, teaching, and public health nurs- 
ing. This article includes a description 
of field experience in the institutional 
setting and a report on the results of 
an investigation designed to determine 
the attitudes held by the students at 
Wayne toward this experience. 

All students enrolled in the general 
nursing program are required to demon- 
strate satisfactory achievement in field 
work, both in the institutional and 
public health nursing settings. This 
field work extends over one semester, 
during which eight weeks are devoted 
to each type of experience. Field prac- 
tice in public health nursing includes 
the practice of professional nursing in 
providing family health service. This 
involves observation of total family 
health needs, assisting individuals and 
families in the solution of health prob- 
lems through the utilization of family 
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and community resources, direct com- 
prehensive patient care, and demonstra- 
tion and teaching of patient care to 
members of the family or to home aides. 

Field practice in the institutional 
setting includes the practice of profes- 
sional nursing in providing direct, com- 
prehensive patient care; in teaching 
nonprofessional nursing students; and in 
ward administration. 

During the first weeks the 
student cares for one patient. She 
identifies the nursing needs of the 
patient, determines what resources are 
available to meet these needs, and takes 
responsibility for providing them. The 
student instructs the patient and the 
family as indicated, assists in promot- 
ing rehabilitation and, together with 
allied workers, plans for the care beyond 
the hospital period. 

For the next three weeks the student 
acts as clinical instructor of practical 
nurse students on one unit. This experi- 
ence includes analyzing the experience 
available on the unit in relation to the 
practical nurse student's needs; develop- 
ing a teaching plan based on _ this 


two 


analysis and using the plan for instruct- 
ing students; supervising students in the 
experience situation; keeping anecdotal 
notes and writing progress reports on 
each student; and periodically holding 
conferences with the practical nurse 
student to discuss the progress being 
made. At least one ward conference 
and selected formal classes for the prac- 
tical nurse students are planned, taught, 
and evaluated. 

Ward administration occupies the 
next three weeks, with a major portion 
of the student’s time devoted to serving 
as a team leader on one unit. This 
gives the student an opportunity to 
schedule assignments, conduct team 
conferences, hear and give reports, make 
rounds to observe and evaluate nursing 
care, and assist the team members in 
carrying out their assignments. Another 
duty is the development of a plan of 
orientation to a particular unit for one 
type of worker and conducting the 
orientation if the opportunity arises. 

The student attends various meetings 
(committee, interdepartmental and in- 
tradepartmental), and a day's observa- 
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Acting as a clinical instructor of practical nursing students, Miss Chmiel shows 
Christine Robinson, right, how to assist a cardiovascular patient into a chair. 


tion in the nursing office is arranged to 
he Ip the student de velop an awareness 


of the total 
experience in the 


administrative picture. To 
method of 


problem-solving in administration the 


gain 
student selects a problem related to the 
unit. Problems 


evaluation of 


idministration of the 


selected have included 


r quipment investigation of rec urring 


mishaps or errors, determination of 
patient teaching needs, and time and 
motion studies 

Data are collected by means of inter- 
view, study of records, observation, o 


The 


conclusions are 


a combination of these methods 


facts are analyzed, 
drawn, and recommendations are made 


They are presented in an oral report 


to class members and hospital nursing 
personnel for their subsequent testing. 

While field experience in a hospital 
is generally accepted by the basic 
student as an integral part of nursing 
experience, when the student has _ be- 
come a graduate nurse and then returns 
to school for additional education, she 
may view field experience quite differ- 
ently. Reactions may vary from enthu- 
siasm for field practice to an attitude 
that such experience is of little or no 
value. 

During any experience some attitudes 
tend to remain constant, while others 
change. It was hoped that the students 
in the study would have satisfactory 
field practice and thereby experience a 
change of their unfavorable attitudes 
while retaining the favorable ones. All 
of the students in the general nursing 
program are graduate nurses and hence 
come to the program with some pre 
conceived attitudes 
value and need for this experience. 

An initial attempt was made to as- 
sess the reactions to the field experience 
of the first students to have this experi- 
ence at Wayne State Universitv. Twen- 
ty-two students had field experience in 
groups of five to seven over a period of 
three semesters. All had previous work 


concerning the 


experience in administration, teaching, 
or staff nursing in hospitals or in public 
health agencies. 

The students were asked to complete 
in unsigned questionnaire the first day 


Acting as team leader, Miss Chmiel conducts a team conference. Participating, from left to right, are Gerald St. Denis, orderly; 
Jean Petty, head nurse; Katherine Richardson, aide; Linda Maki, student nurse; and Doris Clark, a licensed practical nurse. 
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Figure 1 
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of their field experience. One question 
related to the student’s general expecta- 
tions of the experience—whether it 
would be pleasant, unpleasant, or diffi- 
cult. Other questions sought to deter- 
mine if students expected each type of 
experience (comprehensive nursing care, 
teaching, administration) to afford new 
learning, to be a refresher, or to be repe- 
titious of previous learning and thus a 
waste of time. Another question per- 
tained to students’ reactions to super- 
vision of their practice. Students were 
encouraged to make additional com- 
ments as they saw fit. 

At the conclusion of the eight-week 
experience students were asked to re- 
spond to a second form of the same 
questionnaire, this time to record their 
reactions to the experience itself. 

Students’ reactions after the field ex- 
perience were, in general, more favor- 
able than were their expectations as re- 
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corded on the initial questionnaire, ‘I he 
frequency with which 
unwilling to record their reactions was 
considerably higher prior to, than after, 
the experience. This probably indicates 
lack of knowledge concerning the na- 
ture of the field experience itself. 

It was gratifying to learn that afte 
the field experience was completed the 
majority of the students stated that they 
had learned a great deal from assign- 
ments in comprehensive nursing care, 
administration, teaching. There 
were two students who reported they 
learned little, if anything, in their field 
work assignments relating to compre- 
hensive care and_ teaching. 
None reported that their field experience 
had resulted in no 


students were 


and 


“sing 
nursing 


in administration 
learning. 
Students reacted favorably to 
supervision. Whereas only eight of the 
total group of 22 had anticipated a 


also 


favorable reaction to supervision, 18 re- 
ported at the close of the experience 
that they found the supervision of their 
practice was highly desirable. Com- 
ments made by the students would in- 
dicate that their concept of supervision 
itself had markedly changed as a re- 
sult of their field experience. 

Figure I presents in graphic form the 
number of students recording favorable, 
unfavorable, noncommittal — re- 
sponses prior to and after their field 
experience. 

Both forms of the questionnaire have 
been refined and will be used with other 
groups of students. It is possible that 
the change in attitudes toward field ex- 
perience will not be as great with stu- 
dents in the future because we surmise 
it will become known that this field ex- 
perience is necessary and valuable and 
as such is an integral part of the general 
nursing program. 


and 
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William A. Taylor, head nurse, administers first aid to a prisoner at Sing Sing. 


Prison inmates, like every- 
one else, become ill and 
suffer injuries. At this New 
York prison patients are 
treated in a modern, four- 
story, separate hospital 
building where some of 
their bedside care is pro- 
vided by fellow inmates. 


Nursing at SING SING 


by SHIRLEY HOPE ALPERIN, R.N. 


\W7HAT happens when a prison in- 

mate needs nursing care? 

According to William Taylor, super- 
vising nurse of Sing Sing Prison, Ossin- 
ing, N. Y., “Society has condemned 
these men as transgressors, but when 
a prisoner becomes a patient, he gets 
the any other 
human being.” 

The health of Sing Sing inmates has 
been of prime importance to officials 
of the penal institution since it opened 
in 1827. The services of a physician 
have always been available, and in 1913 


Same nursing care as 


a pharmacist and a second physician 
were added to the medical staff. 
Today the men in confinement no 
longer suffer from dietary 
scurvy, and the dreaded Asiatic cholera 
that plagued prisoners in the nineteenth 
century. Helping prisoners at Sing Sing 
to cope with the physical ills that afflict 
people everywhere is a conscientious 
group of physicians and nurses. Mr. 
Taylor points out that when physical 
defects are successfully treated, the 


diseases, 
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efficiency of inmates is increased and 
they become more adaptable for re- 
habilitation. 

A keen observer of human nature, 
William Taylor has seen thousands of 
men come and go through the doors 
of the prison hospital during his 23 
vears of service there. “Though at times 
it is difficult to distinguish between 
malingerers and really sick men,” he 
comments, “I caution all my nurses to 
treat every inmate as a person requiring 
help. A persistent visitor at the infirmary 
with vague, nonspecific complaints may 
finally prove to have a serious ailment.” 

The medical staff includes, besides 
Mr. Taylor, four male registered nurses 
who work closely with the inmate nurses 
they have trained to administer bedside 
care and minor treatments. The reg- 
istered nurses give the medications and 
perform the major procedures. 

“Many of the men request this type 
of work,” states Mr. Taylor. “A month 
or two of a probationary period, includ- 
ing classes, reveals their adaptability. 


And most of them like to remain. We 
avoid using people who have been in 
the medical field before their confine- 
ment; their presence in the hospital 
would create too many problems, mainly 
stemming from pressure by other in- 
mates to obtain drugs and other items.” 
The 86-bed prison hospital, a modern 
four-story structure, is usually about half 
full. (Its opening in 1929 marked the 
first time in the history of the institution 
that the hospital had been housed in 
a separate building.) On the third floor 
are semiprivate rooms and two 16-bed 
wards, one for medical cases and the 
other for surgical convalescents. 
Patients are transferred to the latter 
from a fourth floor ward where they 
are sent immediately following surgery, 
which is performed in an adjacent unit. 
This busy department is well equipped 
with a cystoscopy room, autoclaving 
area, instrument room, and two operat- 
ing suites that are often used simultane- 
ously. Against a background of soft 
green walls in these suites, R.N.’s and 


NURSING WORLD 





inmate scrub nurses, garbed in conven- 
tional O.R. clothing, work with Dr. 
Harold W. Kipp, the hospital admin- 
istrator and chief surgeon. 

According to Mr. Taylor, “We do 
the same procedures here as those per- 
formed in large, civilian medical centers. 
Men in prison—like people everywhere 
—develop diseased gall bladders, intes- 
tinal ailments, and have broken bones 
that require mending. When indicated, 
we give spinal anesthesia to most of 
our patients.” For operations requiring 
more specialized skills, prominent sur- 
geons on the consulting staff come in. 

When facilities for surgery are not 
available in correctional institutions 
elsewhere in the state, inmates are sent 
to Sing Sing for treatment. Each year 
more than 20 men from other prisons 
are transferred to Sing Sing for surgery. 

The second floor of the hospital is 
supervised by the New York State 
Department of Mental Hygiene. On this 
floor several competent psychiatrists and 
psychologists help inmates with their 
emotional problems. All prisoners, on 
admission to the institution, go through 
an intensive processing period which 
includes psychiatric and psychological 
interviews and psychometric tests. At 
present a research program is now being 
conducted on sex offenders in the mental 
health clinic. If an inmate develops 
psychotic symptoms after he has been 
confined to Sing Sing, he is sent to 
Dannemora State Hospital in Danne- 
mora, N. Y., for special care. 

Prisoners are employed in various 
capacities at the hospital, serving as 
assistants to the pathologist, laboratory 
technician, pharmacist, and dental sur- 
geon, whose quarters are all located 
on the main floor. 

Regular clinics in dermatology, oph- 
thalmology, orthopedics, G. U., and 
ear, nose, and throat are conducted by 
consulting specialists who come in to 
see patients. Oral surgery and routine 
dental care are handled in a separate 
clinic. 

William Taylor, the supervising nurse, 
has an office on the main floor where 
he serves as an administrative assistant 
to Dr. Kipp. Mr. Taylor frequently 
checks the inventory of drugs and 
equipment, and twice a year he reviews 
all the hospital requirements. He con- 
sults regularly with Warden Wilfred L. 
Denno, who has been head of Sing Sing 
since December 1950. 

A close associate of Mr. Taylor is 
the hospital’s chief of medicine, Dr. 
Bernard Kaplan, a practicing internist 
and cardiologist in Ossining. The two 
junior physicians on the staff are avail- 
able seven days a week and are subject 
to call. Head nurses are employed on a 
five-day week but usually work an extra 
day. ; 

When an inmate arrives at Sing Sing 
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he is given a thorough physical exam- 
ination, including a Wasserman’s test, 
chest plate, blood chemistry, urinal- 
ysis, and electrocardiograph. If the 
prisoner has active tuberculosis he is 
transferred to Dannemora for treatment. 

Sing Sing has a positive program of 
tuberculosis control. Every two years 
the prison inmates and the 508 people 
on Warden Denno’s staff are examined 
for the disease when a mobile X-ray 
unit visits the prison. 

Other conditions, such as cardiac 
enlargement and bronchogenic carci- 
noma, have also been located by the 
X-rays, and patients with these maladies 
are treated properly. Diabetics eat their 
meals in the hospital where the head 
nurses administer insulin. Early experi- 
mentation with the oral drug Orinase 
was first conducted with inmates at 
Sing ‘Sing. 

At this prison special provisions are 
made for the “invalid company,” a 
group of men with chronic, debilitating 
illnesses. Though ambulatory, these 
inmates are limited in work and exercise, 
and they live in an area of cellblocks 
where such physical effort as_ stair- 
climbing is minimized. 

Prior to entering the prison, many 
of the men were confirmed alcoholics. 
In January 1948, through the efforts 
of the late Father Thomas Donovan, 
Catholic chaplain, and Dr. Luther 
Hannum, Protestant chaplain, a chapter 
of Alcoholic Anonymous was formed at 
Sing Sing. Meetings of this organization 
are conducted once a week by members 
from outside branches. At present there 
are 69 men attending these sessions; 
when the time comes for them to leave 
the institution, an A. A. representative 
will introduce them to the chapters in 
the areas where they expect to live. 

Sick call, which functions as an out- 
patient department at the hospital, is 
conducted daily from 8 A.M. to 10 A.M. 


About 75 to 100 of the 1,800 inmates 
report each morning. Of these, at least 
20 usually need treatment. Some of the 
men receive permission to remain in 
their cells during a minor indisposition, 
such as headaches, malaise, and stomach 
upsets. 

In the examining room located on 
the hospital’s main floor, Dr. Kipp sees 
all patients referred to him. Directly 
across the hall is the treatment room 
where Mr. Taylor attends to minor 
accidents, applies dressings, and assists 
with procedures. Because the inmates 
are so closely watched by the guards, 
there are few personal injuries. Medica- 
tions ranging from cathartics to placebos 
are dispensed and, when warranted, 
injections and capsules are given for 
hay fever and other allergic conditions. 

Sick call is a busy part of the day 
for the chief nurse, whose schedule 
begins at 6:30 A.M. He is relieved in 
the mid-afternoon by a registered nurse 
who, in turn, is relieved eight hours 
later by another R.N. who takes the 
night shift. 

Once a day a junior physician, accom- 
panied by a nurse, examines the men 
in solitary confinement. In a separate 
building are the condemned cells where 
inmates are seen daily by the prison 
doctor. In this unit of the institution 
there are hospital cells, a kitchen, exer- 
cise yards, and a visiting room. 

Besides the two wings of 12 cells 
each for men, there is one wing of 
three cells for women who have been 
transferred there. Elaborate precautions 
to prevent escape and _ suicide 
enforced in this area, where many 
years ago one of the condemned men 
swallowed a large quantity of sand, 
wire, and rubber. X-rays confirmed a 
tentative diagnosis and the foreign 
bodies were successfully removed by 
Dr. Charles C. Sweet, then the hospital's 

(continued on page 34) 


are 


Making the rounds of patients in the prison hospital are, from left to right, head 
nurse Michael Moroney, Dr. Michael Musielewicz, and head nurse William A. Taylor. 





Silent periods during therapeutic hours may be caused by patient’s blocking, hos- 
tility, searching for past connections, or may serve merely as “breathing spells.” 


Self-Concept and the 


Schizophrenic Patient 


Two dominant attitudes—nondirectness and the 
switch phenomenon—of his parents have helped 
to cause the boy in this study to be hospitalized 
for the past 10 years, since he attempted 


suicide at the age of 14. 


To smoke or not to smoke was one of John’s conflict areas. What smoking symbol- 
ized, his attitude toward it, and what his father had said about it were analyzed. 
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by SHIRLEY SMOYAK, R.N., MLS. 


§ pote factors in parental behavior, 
nondirectness and the switch phe- 
nomenon, contributed to the develop- 
ment of schizophrenia in John, a young 
patient in a mental hospital. 

When this boy was dealing with the 
task of constructing his self-concept, his 
parents’ attitudes and actions interfered 
seriously with his arriving at a healthy 
picture of himself. In this article will 
be discussed how these factors operated 
to disturb John so seriously that, at the 
age of 14, he tried to commit suicide. 
Verbatim data from the psychiatric in- 
terview will be used. At the time this 
article was written, John had _ been 
visited by the author for 2 one-hour ses- 
sions weekly over a period of seven 
months. 

The child develops his concept of 
self from reflected appraisals of his par- 
ents and others in his environment. The 
parental appraisals of the child are of 
primary importance in the construction 
of the self-concept. From the rewards 
and punishments which his parents give, 
the child begins to see himself as a 
person who at times is good, and at 
other times, bad. Sullivan describes 
the good-me as “the beginning personi- 
fication which organizes experience in 
which satisfactions have been enhanced 
by rewarding increments of tenderness, 
which come to the infant because the 
mothering one is pleased with the way 
things are going... .”! 

Bad-me, on the other hand, states 
Sullivan, is “beginning personification 
which organizes experience in which 
increasing degrees of anxiety are asso- 
ciated with behavior involving the 
mothering one....” 

John, now 24 years old, has been a 
patient in a state mental hospital for the 
past 10 years. He describes his child- 
hood this way: “I wasn’t ever punished; 
I was gently, subtly, verbally criticized. 
My mother babied me—she would al- 
ways smile that way. I don’t know if 
I'm a babied brat or just human nature. 


1H. S. Sullivan, The Interpersonal Theory 
of Psychiatry (New York, W. W. Norton 
and Company, 1953), pp. 161-2. 


2[bid., p- 162. 
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I never knew if that smile meant ‘You're 
a nice baby.” Maybe she meant it just 
as a pleasant, normal reaction. Maybe 
not. Maybe it was an appreciative smile, 
but it could have been a babying smile.” 

The outstanding characteristics of 
John’s mother were vagueness and sub- 
tlety. Her responses to the child could 
not be categorized as meaning good or 
bad. As the boy puts it: “I never knew 
ust where I stood.” 
cident with his 


He recalls an in- 
which further 
illustrates this nondirectness. 


mother 


“I can remember the park where she 
used to take me,” “It was 
nice and we used to play cards. I would 
win every time and she would smile as 
if I were a very good player. But I 
never knew if I were really good or if 


he states. 


she was letting me win. There’s a scien- 
tific reason for card winning—the other 
wittingly or unwittingly, lets 

I don’t know 
was with her.” 


person, 
you win. what the case 

This situation of never knowing, or 
not being able to formulate a self-con- 
cept, is extremely anxiety-provoking. It 
is a terrifying, panic-producing experi- 
ence not to know who or what you are. 
In discussing the subject of playing 
cards, the nurse said, “John, what would 
happen if His anxiety rose 
rapidly, shouted, “I'd go to 
pieces! I wouldn't know who I was!” 

John’s father also participated in this 
nondirect, vague pattern of relating to 
his son. The patient describes how he 
used to play checkers with his father, 
again winning every time, and again not 
knowing exactly how good or bad he 
was at the game 

In addition to this nondirectness, how 
ever, the patient's father used another, 
more confusing pattern: the switch phe- 
At one time he would mak« 
one appraisal or take one course of 


you lost?” 
and he 


nomenon. 


action; but another time he switched to 
For example, his 
father would tell John that he was in- 
telligent, a good scholar, and possessed 
brains. A few minutes later he might 
tell John he was “a stupid boy and just 
a good-for-nothing.” The father would 
tell the boy that to succeed he had to 
work hard and long, and do what he 
On the other hand, he would 
ilso tell John that all he needed was 
to be intelligent and outsmart others in 


the opposite side. 


was told. 


order to succeed. 

At times John’s father became openly 
angry, using harsh, loud speech in his 
rage. When John tried this outlet for 
anger, he was told to shut up, that such 
behavior was insolent. The patient re- 
members his father having strict rules 
about what was “manly” and what was 
not. Yet the father participated in such 
unmanly actions as rubbing the patient's 
back when he was ill and using “very 
kind, syrupy-soft words.” 


Smoking was considered manly ot 
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The nurse first took verbatim notes on her interviews with patient, then 


recorded 


themes or patterns. The patient was allowed to use the notes to review sessions. 


but John’s smoking 
frowned upon. He describes the smok- 
ing this way: “My father never said 
‘Don’t smoke,’ but on the other hand, 
he never said | should He 
smoke at all, and I have the feeling that 
I've asked him 


alw ays 


masculine . was 


doesn’t 


he doesn't want me to 


to bring me cigarettes and he 


ig 
savs he will bring them, but never does 
I can’t figure it out.” 

This switch phenomenon has _pre- 
vented John from developing a clea 


self As had 


categorized some trait or behavior un- 


concept of soon as he 
der good-me, the switch occurred and 
the trait or behavior was characterized 
as belonging under bad-me. Possessing 
brains and being intelligent was at one 
moment desirable, at the next moment 
undesirable 

He was not permitted to validate his 
the 
absence of validation, John used autistic 


actions, gestures, and words. In 
invention to explain what was going on 
and bright boy, he had 


to use his mental capacity to explain 


Being an alert 
the situations in which he found him 
self. When he attempted from time to 
time to explain what he meant, his father 


him off 


him no answel 


and his mother 
Not being 
able to validate would leave him help- 
Rather than be John 


would cut 


would give 


less helpless 


employed autism to make himself com- 


fortable and prov ide explanations. 


During one visit, the nurse remarked, 
“It seemed as though you had to do a 
lot of figuring out by yourself as to 
what was meant.” John’s reply was, 
“Either that, or take it for granted. He 
told me any of my 
‘lip.’ My reaction was to be quiet, as if 
I knew 
more wrong if I questioned his state- 
I didn’t know what 
He had the uppel hand.” 


not to give him 


I was wrong. I would become 


ment. To be honest 
to reply 
the 
patient had stated, “If I couldn't figure 
would 
Then I would say it over 


During a_ previous discussion, 


out something, | make up an 
explanation 
and over and over until I really believed 
it thoroughly. Like I told myself that 
loved me and that’s why she 


when I talk to 


vou, I wonder if it’s that easy.” 


my mothe 
smiled. The trouble is, 

When John’s efforts to seek explana- 
tions by means of consensual validation 
failed, he invention 


as a tool in finding answers. The nurse 


turned to autistic 


in talking with this patient, is trying to 
Over 


autistic 


the months 
thinking has 
been replaced by validation. At present 


reverse the process 


more and more 
John is confronting his father with the 
request that he make a definite stand on 
smoking. So far, his father 


done so, and still is evading the issue. 


has not 


John’s comment about this is, “I'm be- 


ginning to wonder who's sick around 


he r¢ oF 





Is a surgical technician responsible for carrying out 
the physician's incorrect order which results in a 
patient's injury? Why is she sometimes a co-defendant 
in a lawsuit for negligence? A nurse-lawyer answers 
these and other important legal questions here. 


Legal Responsibilities 
of the Surgical Technician 


by HELEN CREIGHTON, R.N., J.D. 
Associate Professor in Medical- 
Surgical Nursing, Southwestern 

Louisiana Institute, Lafayette, La. 


T the outset of this discussion of the 

legal aspects of the surgical tech- 
nician we must realize that the unquali- 
fied, unconditional general rule of law 
states that every person is liable for the 
torts (civil wrongs)! and negligent acts 
that he commits.* There is no exception 
to this particular rule, which is quite 
confusing to lay people. 

Nurses in particular seem to doubt 
the exactness of this basic rule of law 
as it relates to them. 

They will say, for example, “Suppose 
a surgical technician does execute an 
order of a physician which she ques- 
tioned and was told to carry out by the 
physician. Suppose the surgical tech- 
nician was pressured into compliance 
either bec ause she really believed the 
physician would assume the responsl- 
bility or because the physician believed 
the was without 
right to question the order. Now if the 
order really turns out to be incorrect as 


surgical technician 


she supposed, and the patient sustains 
injuries, could the surgical technician 
possibly be held liable?” 

Yes, it is possible for such a surgical 
technician to be held liable for dam- 
You must that there 
simply is no rule of law which allows 


ages remember 
one person to absolve another from tort 
liability to a third person. If she carries 
out an improper medical order that a 
should antic- 


ipated would result in injury, the tech- 
3 


reasonable person have 
nician is liable for negligence 

lhe surgical technician is charged at 
ll times with the responsibility of con- 
ducting herself in a reasonable 
prudent manner, regardless of the time 
or circumstances. This is true not only 
of the surgical technician but of every- 
me in both his personal and profes- 


and 


sional capacity. 

Negligence has been defined as the 
omission to do something which a rea- 
sonable person, guided by those ordi- 
which ordinarily 


nary considerations 
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regulate human affairs, would do, ot 
something which a reasonable and 
prudent person would not do.* The 
standard of care depends on the cir- 
cumstances and nature of the patient. 
The age of the patient and the degree 
of physical and/or mental impairment 
are among the factors that may affect 
the reasonableness of a surgical tech- 
nician’s action. 

The standard of care depends also 
on the person and on the status pro- 
fessed—whether she is a student, sur- 
gical technician, practical nurse, regis- 
tered nurse, and so on. The length of 
time the surgical! technician has been 
engaged in her work, as well as her 
training, are material, as are her prior 
experience in working with similar cases 
and the particular act in question. The 
standard is relative. 

Although it is unusual for a surgical 
technician or a nurse to be named as 
the only defendant in a lawsuit for 
negligence, it is common for such a 
person to be named as co-defendant 
along with one or more doctors and a 
hospital, on the basis of joint negligence. 
Where an accident is caused by the 
joint negligence of several persons act- 
ing together they either did something 
together which they should not have 
done, or they did not do something 
which they should have done under 
the circumstances. 


Co-defendant 


A surgical technician may be made a 
co-defendant in a lawsuit for injuries to 
a patient, not necessarily because she 
is negligent or that it is expected that 
a judgment for monetary damages will 
be obtained against her, but to secure 
her presence at the trial as a witness 
against the other defendants in the case. 
\ second advantage to having a surgical 
technician as a co-defendant is that the 
plaintiff's attorney may question the 
surgical technician in an examination 
before trial for the purpose of obtaining 
evidence either against her or against 
the co-defendants. 

We know that accidents in operating 
rooms are a frequent source of litigation. 


In such lawsuits the problem is to de- 
termine precisely who is at fault. The 
team in the operating room may consist 
of surgeons, anesthesiologists, or anes- 
thetists, interns, residcnts, nurses, sur- 
gical technicians, and others. Since in 
the majority of cases the patient is un- 
conscious when he suffers the injury, it 
is difficult if not impossible for him to 
fix responsibility by his own testimony. 

Therefore it is a common practice for 
the patient’s attorney to find out, if 
possible, from the medical chart or 
other sources, the names of the persons 
participating in the operation so that 
they may be named as defendants in 
the lawsuit. In the procedure of ex- 
amination before trial the personnel 
who were present in the operating room 
are questioned to elicit the facts sur- 
rounding the accident or untoward in- 
cident. 

If we are to understand the responsi- 
bility of the persons working together 
in the operating room to care for the 
patient, we are obliged to consider the 
status of the various personnel and their 
duties. 

In the first place, it is very important 
for the nurse in charge of the operating 
room division or section to understand 
her responsibility: She is responsible for 
the administration and supervision of 
nursing service in the operating rooms. 
This is sometimes a large order. This 
nurse’s title may be operating room 
supervisor, assistant director of nursing 
service, operating room head nurse, op- 
erating room head of department, or 
operating room clinical instructor. 

Whatever her title, she directs and 
co-ordinates the work of her staff with 
that of the surgeons, anesthetists, sur- 
gical technicians, and auxiliary workers. 
The nurse in charge of the operating 
room division must do everything pos- 
sible to prevent injury to patients. She 
must supervise the use of aseptic tech- 
nique and the movement and position- 
ing of heavily sedated or unconscious 
patients, eliminate the hazards of ex- 
plosions, and see to it that operating 
room procedures and regulations de- 
signed to eliminate errors are complied 
with. 
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Training of all newly assigned nurs- 
ing service personnel in the procedures 
and policies approved by the hospital's 
medical board for the care and safe- 
guarding of patients is a fundamental 
responsibility of this nurse. 

Of course, it is expected that the 
nurse in charge of the operating room 
division, like a nurse in charge of any 
other division of the hospital, will dele- 
gate some of her responsibilities. The 
nurse in charge in the operating room 
division may, and usually does, have 
auxiliary as well as professional per- 
sonnel to whom she assigns a variety of 
duties. However, she remains account- 
able for the reasonableness of assign- 
ments and delegations of duty; she is 
accountable if the individual to whom 
she delegates a duty is not qualified to 
carry it out. 

Her auxiliary workers may include 
surgical technical aides, nurses’ aides, 
orderlies, and sometimes a ward clerk. 
Usually surgical technicians are trained 
on the job for specific tasks and duties 
to be performed under the supervision 
of the professional nurse. 


Little Material Available 


It is regrettable that there is so little 
material available in writing about 
either the training of or employment 
policies concerning surgical technicians, 
for there are many of these technicians 
in our hospitals. For the clarification, 
guidance, and protection of all con- 
cerned the functions, standards, and 
qualifications of surgical technicians 
should be carefully delineated and pub- 
lished. 

When injury to a patient occurs, the 
complex organization of the operating 
room team often makes it difficult to 
pinpoint individual responsibility. The 
relationship of personnel present at the 
time of an incident governs. Accord- 
ingly, the surgical technician herself 
may be liable; the surgeon, if the sur- 
gical technician is working under his 
control, may be liable as a special em- 
ployer; or the hospital may be liable as 
the surgical technician’s general em- 
ployer. 

Although a surgical technician is a 
general employee of the hospital, for 
some purposes and for limited periods 
she may become a special employee of 
the surgeon. An employer has been 
defined, by law, as one who has the 
right to control and direct the individ- 
ual who performs the services, not only 
as to the result to be achieved but also 
as to the means to be used. The in- 
dividual, whether he is professional or 
nonprofessional, who is subject to such 
direction is an employee. 

Let us consider the 1929 Oklahoma 
case® where a surgeon ordered a nurse 
in the operating room to remove band- 
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ages from a child’s shoulder and body 
and clean the skin. She removed the 
bandages and cleaned the skin with 
fluid X. Then the surgeon reduced the 
fracture of the clavicle and put on a 
cast. He noticed the skin was blistered. 

Upon removal of the cast the skin 
area from the shoulder to the loin ap- 
peared burned. The Court held the 
surgeon liable for the acts of the nurse 
while in the operating room because re- 
moving the bandage and cleaning the 
skin were done pursuant to his order 
and under his direction. For this pur- 
pose the Court said the nurse was the 
special employee of the surgeon and 
hence as her special employer he was 
responsible for the nurse’s negligence, 
though for other purposes she was a 
general employee of the hospital. 

If a surgical technician were sub- 
stituted for the nurse in this situation, 
the result would be the same. This is a 
typical situation in which a surgical 
technician might become involved. A 
similar case involving a surgical tech- 
nician was settled out of court by a 
phy sician. 

From the facts in 
hard to decide whether the surgical 
technician was acting as agent or em- 
ployee of the surgeon or of the hospital. 
It therefore becornes a question of fact 
for the jury to decide on the basis of 
the evidence. 

Consider, for example, these facts: It 
is alleged that negligence of a surgical 
technician resulted in personal injuries 
to the patient. After the patient had 
been transferred to an operating room 
table, she was given a_spinal-block 
anesthetic by the surgeon. This done, 
the surgeon went into the adjacent room 
to scrub his hands—leaving the surgical 
technician in charge of the patient. 

While the physician was absent, sup- 
pose the surgical technician in the line 
of his duty, though without specific in- 
structions from the surgeon, proceeded 
to put the patient's legs in stirrups. As 
you know, such table and stirrups are 
arranged so that when the drop leaf 
of the table is lowered, the weight of 
the lower portion of the patient’s body 
is supported by the stirrups. 

When the drop leaf was lowered, it 
became obvious that the stirrups were 
incorrectly attached. The surgical tech- 
nician started to change the stirrups 
without pulling up the drop leaf of the 
table. Because of the technician’s fail- 
ure to elevate the drop leaf of the table 
while adjusting the stirrups, the patient 
slid forward over the end of the table 
and was injured. 

Whether under these circumstances 
the surgical technician is the agent of 
the surgeon or of the hospital is a ques- 
tion of fact for the jury to decide.? 

Some nursing acts in the operating 
room become a part of the patient’s care 


some cases it is 


only if ordered by the surgeon. For 
example, hot water bottles are not rou- 
tinely applied to all patients coming 
into the operating room for surgery; 
however, a surgeon may order hot water 
bottles applied to a particular patient. 

Whether the application of a hot water 
bottle is an administrative or therapeu- 
tic act may be decided from the evi- 
dence. In Benedict v. Bondi, et al.,8 a 
suit was brought against a surgeon, a 
graduate nurse, and a student nurse for 
injuries sustained by a child who had 
been admitted to the hospital for emer- 
gency surgery. Just before the anes- 
thetic was given, the nurses claimed 
that the surgeon ordered hot water bot- 
tles placed at the child’s feet. When 
the surgery was completed, it was evi- 
dent that the child’s feet were burned 
In this case the Court ordered a trial 
of the issue, i.e., whether the surgeon 
was liable for the negligence of the 
nurses. Further, the Court stated that 
a surgeon’s responsibility does not begin 
at the exact moment he starts to make 
the incision in the body; it includes the 
preoperative application of hot water 
bottles in the operating room and with- 
in his view. It is submitted that the 
same result would have been reached 
had the student nurse been a surgical 
technician. 

In the case of Kalmus v. Cedars of 
Lebanon Hospital® proper technique is 
involved. In that malpractice action for 
$3,000 the District Court of Appeal 
held that evidence supported findings 
that a nurse had used an infected needle 
and failed to follow standard hospital 
procedure, that the injection had caused 
infection. The nurse did not cleanse 
the patient’s skin with an alcohol or 
Zephiran chloride sponge or a sponge 
with a similar antiseptic solution before 
giving the injection. 


Importance of Good Technique 


Discomfort followed the injection al- 
most immediately. An abscess formed 
at the site and had to be incised and 
drained. Medical evidence established 
the connection between the formation 
of the abscess and the unsterile injec- 
tion with reasonable certainty. Such 
cases stress the importance of the sur- 
gical technician’s having good tech- 
nique. If they are allowed to give any 
medicine, and to date few hospitals 
seem to permit this, then Lesnik’s and 
Anderson’s discussion'® on the impera- 
tive need for a nurse to understand 
cause and effect is very much in point 
and worth your reading. 

It is true that sound operating room 
procedures carefully followed are most 
helpful and that nurses in charge of 
operating room divisions are frequently 
resourceful in plans to eliminate errors 
and that the majority of personnel strive 
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to avoid accidents and errors. Never- 
theless, the number of lost sponges, the 
variety of items left in patients at the 
close of surgical procedures, as well as 
the number of untoward incidents oc- 
curring in operating rooms to the detri- 
ment of patients, illustrate and prove 
that preventive measures are bv no 
means infallible 

Perhaps in most operating rooms a 
nurse’s sponge count Is made and quite 
frequently upon by surgeons. 
However, in Pennsylvania at least, the 
burden of proof is placed on the sur- 


relied 


geon to overcome, if he can, the pre- 
sumption of negligence when a sponge 
is left in the body of a patient."' It 
might be added that this rule does not 
prevent the surgeon who is sued for 
malpra¢ tice from showing that the nurse 
or surgical technician was also negli- 


gent, if true 


New Hazards 


It is well to remember, even though 
what James E 
namely, that with 
changes in the technics of medical care 


it is not comiorting 


Ludlum has said 
of patients, new hazards develop; while 
the most serious accidents happen in 
surgery, the over-all record reveals that 
70 per cent of inc idents involve nursing 
error.” 

In every case it is to be remembered 
that the surgical technician is person- 
ally liable for her torts (wrongs, 
errors) and may be sued for monetary 


own 


damages 

A few words about the liability of the 
supervising nurse are also important. It 
is a general rule that a registered nurse 
is not liable for the negligence of other 
But there 


are at least two instances where a regis- 


employees of the hospital 


tered nurse may be liable for injuries 
to patients resulting from the incom- 
petence or negligence of an assistant, 
aide, orderly. or subsidiary personnel. 

These situations are important If a 
registered nurse delegates a task which 
the employee 1S competent to carry out 
only with adequate supervision and the 
R.N. fails to give such supervision, she 
would be liable for injuries resulting to 
patients where the cause of the injury 
was due to the incompetence of the 
employee without adequate supervision 

The ordinary, reasonable, prudent 
assign a task to one 
to perform the 
task without adequate supervision and 
then fail to give this supervision. 

Again, a registered nurse who assigns 
assistants or aides 
knowing that the person is not com- 
petent to carry out the task or duty due 
to insufficient 
may be liable if patients are injured as 
The 


as prev iously set 


person does not 


who is incompetent 


tasks or duties to 


instruction or training 


i result of such an assignment 


rationale is the same 


forth: An ordinary, reasonable, prudent 
person does not assign personnel to 
tasks or duties if she knows or has rea- 
son to know the personnel lacks suffi- 
cient instruction or training. 

This is illustrated in Piper v. Ep- 
stein,'3 in which the registered nurse- 
supervisor was held liable in damages. 
In this case a beginning student nurse 
who had been in the operating room 
only a few days was assigned as a 
“scrub nurse” during a Cesarean section. 
During the surgery the student nurse 
counted out sponges to the surgeon, but 
she did not make a sponge count at the 
end of the operation. When the sur- 
geon was closing the wound, the regis- 
tered nurse-supervisor said the sponge 
count However, a lapa- 
rotomy sponge was left in the patient 


was correct. 
and she died 

The beginning student nurse was not 
competent without supervision; the reg- 
istered nurse-supervisor assigned her to 
the duty and failed to give her the 
As a result the 
registered nurse-supervisor held 
liable. While in the Commonwealth of 
Pennsylvania the burden is placed on 
the surgeon to overcome the presump- 
tion of negligence when a sponge is left 
in a patient, nevertheless, the case illus- 
trates the responsibility and liability of 
a registered nurse-supervisor in relation 
to her assignment of tasks to other em- 
ployees. 

In another case, Valentin v. La Societé 
Francaise, registered nurse- 
supervisor incurred liability. In_ this 
case a patient who was recovering from 
major surgery showed symptoms indi- 
cating pathology for three days. The 
patient’s attending doctor was out-of- 
town, but the general duty nurse re- 
ported the patient's condition to the 
supervisor for three days. The patient 
did receive medical care during 
these three days because his physician 
was not in town and the supervisor did 
not call another physician to attend the 
patient. The patient died of peritonitis. 
The Court held that the registered 
nurse-supervisor was professionally neg- 
ligent 

Volk v. City of New York® illustrates 
that an administrative nurse may be 
professionally liable. In this case such 
a nurse failed to discard or remove 
deteriorated medicine under her con- 
trol. As a result, a general duty nurse 
gave some of the deteriorated medicine 
to a patient and injury resulted. The 
administrative nurse was held liable. 

These cases seem to make profes- 
sional or malpractice insurance appear 
attractive. If you have it, 
let’s hope you will never need it. But 
sometimes, I think, one can sleep better 
knowing that she does have this insur- 
ance, for proving one’s innocence can 
be costly. Again, we are all quite hu- 


necessary supervision. 
was 


etc.,"* a 


not 


somewhat 


man and make some mistakes. These 
professional mistakes, in view of the 
very nature of our occupation, may pos- 
sibly lead to litigation. 

I have tried here to help you toward 
an understanding of the legal liability 
of the surgical technician as it affects 
the individual and these associated with 
him in his work. This is a new worker 
on the operating room team—so new 
that his duties, standards, and qualifica- 
tions vary widely from place to place 
and are, it seems, rather seldom re- 
corded on paper. He is so new that 
there is as yet a noticeable lack of de- 
cided cases directly involving him. 
Furthermore, regulatory legislation has 
not been directed toward him. 

It is nevertheless believed that this dis- 
cussion of selected principles and appli- 
cations of general law will be of material 
assistance to you. In the last analysis the 
law is a general body of principles and 
rules, and we simply apply such por- 
tions of it to any worker as his status, 
his duties, and the particular circum- 
stances require. 
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How can the industrial nurse help to prevent 


and control cancer? 
What symptoms should she look for 


in her patients? 


In the concluding article in a two-part series 
the authors answer these vital questions. 


Cancer, 


Industry, 


and the Nurse: 


Part Il 


by HAROLD L. ALTHOUSE, R.N. 


Supervisor of Health and Safety, 
American Meter Company, Erie, Pa. 


and FRANCES ALTHOUSE, R.N. 
Supervisor of Health Services, 


Penn Brass & Copper Company, Erie, Pa. 


NDUSTRIAL nurses, over 15,000 
l strong and serving the health needs 
of more than eight million workers, pos- 
sess an enormous potential in the pre- 
vention and control of cancer. There are 
several avenues open to them within the 
limitations of nursing practice to realize 
this potential. These opportunities are 
presented in case-finding and referral, 
reduction of hazardous 
exposure, and epidemiological studies, 


elimination or 


as well as regular inspection of men, 
materials, and processes. 

The industrial nurse should be very 
“prevention-conscious” when examining 
patients, taking medical histories, or ren- 
dering care for minor illnesses or injur- 
ies. In cancer control, a full knowledge 
of the seven signs of cancer must be an 
integral part of her professional arma- 
mentorium, with particular emphasis on 
lesions or symptoms likely to be precan- 
nature, of which there are 
three distinct groups:’ 


cerous in 


& The first group of precancerous le- 
sions is of external etiology, due usually 
to chronic irritations and not necessarily 
related to work. Such is the case with 
the pigmented mole which becomes ir- 


American Cancer Society, Inc., A Can- 
Book for Nurses (New York, 


cer Source 
1950). 
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An industrial nurse discusses the efficiency of the exhaust 
hood used on a degreasing tank with the department foreman. 


ritated from wearing apparel or which, 
for some reason, suddenly begins to in- 
crease in size. Dark, blue-black moles 
showing any sudden change in size or 
activity may be dangerous. The light 
brown and flesh-colored moles are usu- 
ally harmless. 

Other typical exogenous, nonoccupa- 
tional precancerous lesions include the 
familiar sore that does not heal and 
leukoplakia of the lip and tongue such 
as those caused by the heated pipe-stem 
of smokers. 

> Another group of exogenous pre- 
cancerous lesions are work related.* A 
typical example is the eczematous le- 
sion on the hands and between the fin- 
gers of workers exposed to arsenic in the 
manufacture of pharmaceuticals, cos- 
metics, and inks. 

Eczematous lesions also occur on the 
skin of workers exposed to asphalt, 
pitch, and tar encountered in the manu- 
facture of brushes, roofing paper, in- 
sulators, paints, and soaps. Additional 
diseases due to exposure to these sub- 
stances include melanosis, psoriasis, and 
ulceration of the skin and cornea. 

The patchy increased or absent pig- 


W. C. Heuper, M.D., “New Develop- 
ments in Occupational and Environmental 
Cancer,” American Medical Association 
Archives of Internal Medicine, Vol. 100 
(September, 1957), pp. 487-503. 


mentation in the skin seen in leukomel- 
anoderma is a response to carcinogenic 
substances such as anthracene, arsenic, 
asphalt, crude mineral and paraffin oil, 
pitch, tar, and certain physical radia- 
tions. 

Melanoderma, or increased pigmenta- 
tion of the skin, may result from ex- 
posure to anthracene, arsenic, asphalt, 
crude mineral oil, paraffin, pitch, tar and 
ultra-violet or X-ray radiations. The min- 
eral oils and paraffins are used in indus- 
try as components of lubricating and 
cutting oils, and may be encountered 
by oilers, machinists, mechanics, drill- 
press operators, lathe operators, and 
punch-press operators. 

Among the causes of papilloma of the 
nasal turbinates is exposure to nickel 
carbonyl and isopropyl oils. The most 
pronounced symptom is increased diffi- 
culty in breathing through the nose. In 
contrast, 
with vapors of chromic acid results in 
erosion and perforation of the nasal 
septum. 


contact of the nasal mucosa 


Additional precancerous occupational 
lesions include alopecia, keratosis, scler- 
oderma, and submucous hemorrhage of 
the urinary bladder. Certain types of 
anemia due to exposure to benzol and 
radioactive substances, chromate ulcers 
of the hands and fingers, asbestosis, and 
other lung conditions such as chronic 
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pneumonia are also precancerous lesions. 

& The third group of precancerous 
lesions are etiologically endogenous and 
are not work related. An example of 
these lesions is the familial condition of 
multiple, pedunculated, soft tumors dis- 
tributed over the body and known as 
neurofibromatosis, This disease is large- 
ly benign 


The industrial nurse is usually the first 
professional person to see these various 
lesions or conditions by the simple tech- 
nic of inspection when giving care for 
the employee's complaints. When such 
lesions or conditions are noted, the em- 
ployee should be referred to a physician 
for evaluation. 

As an additional indirect inspection 
technic, the nurse should urge all female 
employees over 35 years of age to 
have annual examinations by their fam- 
ily physicians. Such an examination 
should include the papanicolaou smear 
as an early detection device against 
uterine or cervical cancer. Complaints 
of women in this age bracket regarding 
slight watery vaginal discharges; occa- 
sional spotting not associated with 
menses; prolongation of the menstrual 
period; or any other postmenopausal 
bleeding should be viewed with sus- 
picion by the nurse, and the patient 
should be referred immediately for med- 
ical evaluation. 

Still another indirect inspection tech- 
nic available to the industrial nurse is 
the instruction of women employees in 
the procedure of breast self-examination. 
Any abnormal condition of the breast 
should, of course, require prompt re- 
ferral. Women employees should be 
further counseled to avoid excessive or 
prolonged use of cosmetic preparations 
containing estrogens or other hormonal 
ingredients which 
idvertisements—will do very little to en- 
hance the mammary profile. 

Inspection by the nurse as a case-find- 
ing device lends itself not only to de- 
tecting and symptoms 
among workmen, but extends also to the 


despite glamorous 


adverse signs 


inspection of processes, materials, and 


records of absenteeism due to illness. 


The nurse should first become thor- 
oughly acquainted with the potential 
carcinogenic materials used in her par- 
ticular industry. She should know their 
uses, permissible atmospheric concentra- 
tions, and the nature of their physiologic 
ind chemical actions. She should make 
certain that both management and work- 
ers are adequately instructed on the 
safe handling procedures for these prod- 
ucts. 

The nurse should be thoroughly con- 
versant with personal protective equip- 
ment such as respirators, impermeable 
clothing, and protective hand creams 
and lotions, realizing their limitations 
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when employed in processes producing 
high exposures. She should have an un- 
derstanding of the principles of engi- 
neering control involved in exhausting, 
wetting, or isolating hazardous sub- 
stances. 

Whenever hazardous materials are 
employed in manufacturing, the nurse 
and the safety engineer or department 
foreman should inspect the operation to- 
gether to determine whether adequate 
safeguards have been installed and ap- 
propriate protective equipment issued. 
When doing this she should keep in 
mind that the carcinogenic properties of 
certain chemicals are presumed to oc- 
cur in subtoxic levels of exposure. The 
nurse should request assistance from the 
engineering services of the insurance 
company or state health department 
should doubt arise about the relative 
hazard of any process or substance (see 
picture on page 21). 

In a total cancer-control program, 
any measure designed to reduce expo- 
sure to potential carcinogenic hazards is 
fully warranted, since it has been fully 
demonstrated that any decrease in the 
degree of exposure to such substance re- 
sults in a prolongation of the latent 
period—conceivably extending it beyond 
the normal life-spans of the exposed 
workers. 

When the industrial nurse is respon- 
sible for assisting with the supervision 
of in-plant housekeeping she should 
urge that vacuum devices be used to 
sweep areas where carcinogenic sub- 
stances are involved, and that this clean- 
ing be done on “down-time.” If this is 
not practical, special precautions suited 
to the nature of the toxic substances 
should be used. 

Accumulations of dust in which toxic 
substances may concentrate should be 
cleaned at regular intervals from over- 
head pipes, beams and machines— 
particularly from bearings and other 
heated surfaces. 

Skin cleansing procedures and facili- 
ties also should be reviewed periodical- 
ly and inspected by the nurse regularly 
to assure that proper substances are be- 
ing used to remove industrial soils from 
the skin of workers. The use of solvents 
for these purposes should be discouraged 
since such agents remove the natural 
protective oils from the skin. This pre- 
disposes the person to rapid absorption 
of certain harmful substances, in addi- 
tion to causing dermatitis. 

Skin cleaning procedures achieve a 
notable status in the drama of occupa- 
tional cancer control when we consider 
that absorption of substances such as 
aniline, benzol, and carbon tetrachloride 
oceurs through the skin and produces 
systemic reactions. Substances such as 
petroleum products and chromic com- 
pounds result in local skin trauma if 


not promptly, safely, and thoroughly re- 
moved. 

When the nurse assists in selective 
job placement, she should advise cau- 
tion in assigning employees with blond 
or light red hair to work entailing ex- 
posure to high boiling-point products 
such as coal tar, pitch, and creosote, 
since such persons appear to have a 
predisposition to skin lesions from these 
substances. 

Workers with a medical history of 
liver damage such as hepatitis or cir- 
rhosis, or those known to be alcoholic, 
should not work where they will be ex- 
posed to aromatic amines, estrogens, or 
such chlorinated hydrocarbons as car- 
bon tetrachloride, trichlorethylene and 
tetrachlorethane, all of which are metab- 
olized by the liver. 

Exposure to beta-naphthalene, coal 
tar, oil shale, arsenic dust, and nickel 
or chrome dusts, fumes, vapors, or mists 
should be avoided by those who suffer 
from chronic respiratory conditions such 
as asthma, bronchitis, tuberculosis, em- 
physema, or other lung conditions. 

Periodic X-rays of all employees ex- 
posed to these substances should be a 
routine procedure, to detect early occu- 
pational manifestations. All other work- 
ers in industry—exposed to harmful sub- 
stances or not—should have regular X- 
rays of the chest as a case-finding tech- 
nic for nonoccupational lung cancers 
and other chest pathologies. 

Exposure to beta-naphthylamine, ben- 
zidine, and aromatic amines should be 
avoided by those under medical care 
for lesions or abnormalities of the uri- 
nary tract such as cystitis, nephritis, and 
prostatic hypertrophy. 

The industrial nurse, because of her 
close relationship to disability, absentee- 
ism, and industrial insurance programs, 
is frequently responsible for the health 
statistics of the employee group. This 
places her in a good position to carry 
out epidemiological studies of those 
workers in her care—she is able to main- 
tain an accurate history on each em- 
ployee regarding the type of occupation- 
al exposure and the nature and duration 
of disabilities. 

Also, she is frequently the only pro- 
fessional person on the industrial scene 
who can offer prompt and competent in- 
formation to the inquiring family physi- 
cian when he is confronted with a pa- 
tient who either alleges or denies dis- 
ability due to the nature of his work. 

In conclusion, it is likely that indus- 
try and its products play a larger role 
in causing cancer than is generally rec- 
ognized, and that industrial nurses—with 
their knowledge of the mechanics of in- 
dustry and with increased awareness of 
the presence of possible cancer-causing 
substances—can make a real contribution 
to the control of this disease. 
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DRUG THERAPY 
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Current Concepts in The Management of Ulcerative Colitis: Part I 


In the last issue of NURSING WORLD the disease process 
of ulcerative colitis was described and the theories of causation 
and the diagnosis of ulcerative colitis were considered. The ob- 
jectives of therapy were reviewed, as were the importance of sup- 
portive psychotherapy, rest, sedation, and the use of antispas- 
modic agents. This article will provide further consideration of 
the medical management of ulcerative colitis. 

The diet of the patient with this disease should be such as to 
reduce spasm and hypermotility of the intestine. A diet without 
the mechanical and chemical irritants contained in fruits, vege- 
tables, fruit juices, condiments, alcoholic beverages, and ex- 
cessively hot or cold foods will effectively decrease abdominal 
distress and diarrhea. A limited menu of farina, cream of wheat, 
toast, butter, soft boiled eggs, clear broth, tea, boiled rice, jello, 
and custard may be utilized temporarily for the acutely il] patient. 

A bland diet containing meat and potatoes but no fruits and 
vegetables is usually prescribed initially. Cooked or canned fruits 
and vegetables are added when the feces are consistently well 
formed and do not contain occult blood. As improvement con- 
tinues, the diet is liberalized. Clinical improvements associated 
with the avoidance of fruits, bran cereals, and milk are attributed 
to the elimination of high-residue foods. Milk, especially, increases 
flatulence, abdominal discomfort, and diarrhea. 

For psychological reasons, dietary restrictions may be less 
rigid for children with ulcerative colitis. As a matter of fact, the 
bland diet should not assume overwhelming significance for any 
patient. Conflicts between the limitation of food and the psycho- 
genic disturbance resulting from this should be resolved in favor 
of emotional considerations. 

Nutritional deficiencies are very common in ulcerative colitis, 
and result from reduced intake of food, increased tissue catabo- 
lism, loss of blood, and tremendous loss of nitrogen in the feces. 
Restoring adequate nutrition may in itself be sufficient to initiate 
significant improvement. Between 2,500 and 3,500 calories should 
be provided through dietary intake daily, together with a daily 
intake of 125 to 150 Gm. of protein. Protein anabolic agents 
such as testosterone and norethandrolone (Nilevar) are some- 
times prescribed to increase the retention of nitrogen in the tissue. 

The severe diarrhea of ulcerative colitis causes dehydration, as 
well as excessive loss of potassium, sodium, and chloride from 
the intestinal contents. Solutions of 5 per cent dextrose in isotonic 
sodium chloride solution containing electrolyte replacements must 
be given to the patient to correct both electrolyte and fluid de- 
ficiencies. In patients with steatorrhea there may be excessive 
loss of calcium, which may necessitate intravenous replacement. 

Transfusions of whole blood, 500 to 1,000 ml., are indicated 
for moderate or severe hemorrhage and for anemia and hypo- 
proteinemia. Since transfusion reactions occur quite frequently 
in these patients, the procedure must be undertaken with all 
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precautions. Careful blood-typing and cross-matching, slow ad- 
ministration of the blood at room temperature, and the addition 
of an antihistaminic may reduce the incidence of reactions. 

The intravenous use of plasma and human albumin may be 
useful in correcting hypoproteinemia when the food intake is low. 
Protein hydrolysates are less satisfactory because they are rapidly 
metabolized. They may, however, be used as adjuncts. The 
newer intravenously administered fat emulsions prov ide an addi- 
tional source of food and calories. Substantial amounts may be 
given without apparent untoward effect. 

Iron deficiency anemia commonly occurs as a result of the 
reduced intake of food and the chronic loss of blood from the 
intestine. In the absence of profuse rectal bleeding, anemia may 
be corrected by intramuscular administration of an iron-dextran 
complex (Imferon ). The hematologic response is evident in sev- 
eral weeks. Iron administered orally is often irritating to the 
gastrointestinal tract in these patients, although several newer 
preparations are reportedly less troublesome ia this respect. 
Ferrous sulfate taken orally with meals is tolerated by some 
patients. 

Although multivitamins and Vitamin B Complex are useful 
adjuncts, excessive quantities of vitamins are unnecessary. Prepa- 
rations such as ascorbic acid are irritating to the intestinal tract 
when taken orally. 

In some patients with associated hepatic disease or with de- 
fective intestinal absorption, the prothrombin time may be pro- 
longed and contribute to the bleeding. However, parenteral ad- 
ministration of Vitamin K will correct the abnormality. 

Although a bacterial or viral causative factor has never been 
established in ulcerative colitis, the fever, inflammation, and 
toxemia, as well as such complications as perirectal abscess and 
pericolitis, suggest an intestinal infection. For this reason sulfon- 
amides may be prescribed to control or prevent secondary in- 
fections and to eliminate unidentified bacterial causes of the 
disease. 

To date, there is no outstandingly effective sulfonamide. Per- 
haps the most efficient sulfonamides in reducing the bacterial 
count in feces include sulfaguanidine, salicylazosulfapyridine 
(Azulfidine), phthalylsulfathiazole (Sulfathalidine), succinyl- 
sulfathiazole (Sulfasuxidine), sulfadiazine, and _ sulfisoxazole 
( Gantrisin ). 

The sulfonamides should be administered continuously rather 
than intermittently. Soluble compounds such as sulfadiazine may 
be given as retention enemata in doses of 1 or 2 Gm. in 30 or 
60 ml. of water or isotonic sodium chloride. Beneficial results are 
noted in patients with relatively localized colitis. Para-nitrosulfa- 
thiazole (Nisulfazole) may be administered rectally as a 10 
per cent suspension in quantities of one or two ounces. 

In numerous cases, beneficial clinical effects are noted from 
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the beginning and may continue over a long period. Frequently, 
however, the response gradually decreases, presumably because 
either the original flora of gram-positive organisms is restored or 
because resistant bacteria develop. Because changing the sulfon- 
amide preparation may renew the clinical response, alternating 
these drugs may constitute effective therapy for long periods 
Although the incidence of adverse side effects is relatively low, 
sulfonamides may cause fever; nausea; vomiting; flatulence; head- 
ache; and dermatological, hematological, and renal complica- 
tions 

The temporary antibacterial effects, the development of bac- 
terial resistance, and the variable clinical responses are impor 
tant limitations. Nevertheless, the sulfonamides seem to be help- 
ful adjuncts, probably contributing to the control of the disease 
ind decreasing, though not eliminating, the hazard of serious 
infection 

Penicillin and streptomycin combined may be administered 
intramuscularly for the same reason as the sulfonamides. They 
seem indicated during the acute febrile stage of the illness and 
in the management of pericolitis when medication by mouth is 
temporarily discontinued, Although the broad-spectrum §anti- 
biotics are most effective, the disturbing side effects, especially 
in relationship to the gastrointestinal tract, make their routine 
pre scription unWIS¢ 

rhe use of corticotropin (ACTH) and the adrenal steroids 
in ulcerative colitis is based on several factors—the limitations of 
conventional treatment, the chronicity and progression of severe 
colitis, and the numerous complications including rheumatoid 
arthritis, erythema nodosum, myocarditis, and iritis. 

These drugs do not cure ulcerative colitis, absolutely prevent 
recurrences, or replace established methods of treatment. However 
they are useful and at times dramatic adjuncts, when adminis- 
tered in sufficient quantities for adequate periods of time and 
under carefully supervised conditions. The improvement pro- 
duced is similar to that observed in the absence of steroids but 
it occurs more frequently, more rapidly, and more completely 
rhe response is characterized by the prompt disappearance of 
fever, toxemia, abdominal discomfort, and diarrhea, and by in- 
creased appetite and a remarkable sensation of well-being. — 

While the psychological effects cannot be overlooked, histo- 
logical studies of rectal biopsies indicate demonstrable healing 
There is a disappearance of edema, cellular infiltration, and 
ulceration with reconstitution of the normal ground substance of 
the connective tissue of the intestine, and restoration of the 
basement membrane of the colon’s epithelium 

Steroids administered as retention enemata once or twice daily 
or by continuous drip are apparently helpful in some patients. 
Che advantages of this procedure are maximal concentration of 
the steroid in the diseased area and a lesser tendency to side 
ellects steroid effects can occur, however, even with 
rectal administration of these drugs, when the dosage is high 


Systemic 


enough. 

rhe preparations which are administered by this route include 
hydrocortisone sodium succinate, prednisone, and methylpredni- 
solone (Medrol) together with phthalylsulfacetamide. Opiates 
such as tincture of deodorized opium, codeine, or morphine may 
be required to facilitate retention of the steroid solution. Hydro- 
cortisone has also been prepared as rectal suppositories, Th 
value of this type of medication, however, is not yet established 

Several new oral compounds, triamcinolone ( Aristocort, Kena- 
cort) and methylprednisolone, are cecasionally helpful. On the 
basis of present evidence, the effects of the new steroids in ulcer- 
ative colitis do not appear to excel those of hydrocortisone ot 
prednisone. As with other medications, the response varies con- 
siderably among individuals and in the same patient at different 
times. This requires identification of the steroid and the main- 
tenance dose most effective for a given individual. 

The steroids are usually continued for several months and in 
many instances for years, as a practical means of maintaining 
patients in satisfactory health without surgery. The initial doses 
are decreased gradually, depending on the individual course. 
When the daily intake of ACTH reaches 40 to 60 units this com- 
pound may be replaced by hydrocortisone, 
of the newer hormones. This transition is accomplished by arbi- 
trarily exchanging 1 mg. of prednisone or 2 mg. of hydrocortisone 
for 1 unit of ACTH. 

Recurrences during steroid therapy are usually related to res- 
piratory infections, fatigue, tension, and espec ially to premature 
reductions in dosage. Occasionally the therapeutic effect dimin- 


prednisone, or one 
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ishes after the prolonged or intermittent administration of steroids, 
but the mechanism of the waning response is not known. It may 
be related to the severity of the disease, the development of 
circulating antihormones, or partial inactivation of ACTH by 
tissue enzymes at the site of the injection. However, a similar 
clinical tolerance may develop with the orally administered com- 
pounds. The response may be restored by increasing dosage of 
medications, by changing the compound, or by the readministra- 
tion of corticotropin. 

In 10 to 15 per cent of patients with ulcerative colitis, steroids 
fail to influence the disease even temporarily. The factors in- 
volved are not known, though emotional disturbances seem to 
be important. In a small number of patients drug sensitivity or 
allergy to ACTH limits the use of this preparation. 

ACTH and the adrenal steroids should not be prescribed rou- 
tinely in ulcerative colitis because many patients respond satis- 
factorily to symptomatic therapy without the adrenal hormones. 
The principal indications are severe disease; recurrence despite 
thorough medical management in the hospital; acute fulminating 
colitis; and the presence of arthritis, iritis, and erythema nodosum. 
Steroids are contraindicated when perforation of the intestine, 
peritonitis, and abscess formation are present. In severe ulcerative 
colitis complicated by malnutrition, electrolyte imbalance, and 
overdistention of the colon, steroids should be prescribed with 
the utmost caution during the rapid correction of these condi- 
tions. Steroids are not necessarily contraindicated in the presence 
of hemorrhage or pericolitis with peritoneal irritation, since these 
complications may respond dramatic ally. Nor is _ ypolypoid 
formation a contraindication. A sustained favorable response to 
steroids may decrease the hyperplasia significantly. A history of 
tuberculosis or diabetes mellitus is not a contraindication to the 
use of steroids, although such a patient must be carefully fol- 
lowed. Peptic ulcer is not an absolute « mtraindication, for the 
incidence of ulcer during the steroi@ treatment of ulcerative 
colitis is low and these patients, even with a history of ulcer, may 
take the hormones without apparent harm. 

ACTH and the adrenal steroids can cause many complications, 
the most common being the symptoms of adrenal cortical hyper- 
function or Cushing’s syndrome (edema; moonface; acne; “buffalo 
obesity”; and hypokalemic, hypochloremic alkalosis). Hyperten- 
sion, hyperglycemia, glycosuria, and various infections, not un- 
common with ACTH and cortisone, are seen less frequently with 
the newer compounds. 

Restriction of sodium chloride has not been needed as much 
with the newer compounds. Emotional disturbances, including 
psychotic reactions, occur in 15 per cent of patients with ulcer- 
ative colitis and constitute an important but reversible complica- 
tion. The development of steroid psychosis necessitates prompt 
discontinuation of the medication. Sedation with chlorpromazine 
is especially valuable, should this complication occur. The strik- 
ing improvement in the colitis during the psychosis is also 
interesting. 

The precise mechanism of action of ACTH and the adrenal 
steroids is not known; there is no evidence of direct pituitary or 
adrenal dysfunction in ulcerative colitis, and the fundamental 
character of the disease apparently is not altered permanently by 
corticoid therapy. As in other illnesses, the steroids reduce the 
vascular and tissue responses to inflammation and suppress the 
accompanying toxic reaction. Perhaps they also influence some 
type of hypersensitivity mechanism in ulcerative colitis or in- 
hibit the production of bacterial endotoxin within the colon. 
Their ultimate effect on the course of the disease and on th« 
fundamental disease process remains to be determined. 
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NILEVAR 


SYNTHETIC HORMONE 





DESCRIPTION: Nilevar is 17 alpha-ethyl-17-hydroxynorandros- 


tenone, and is also known as norethandrolone. 


ACTION AND EFFECTS: Nilevar acts to reverse a negative 
nitrogen balance in certain conditions and thus effects protein 
tissue-building, 

Nilevar is one of the synthetic steroids developed in an attempt 
to obtain steroids that are relatively low in androgenic activity 
but which still promote protein anabolism. 

The promotion of protein metabolism by androgens has been 
observed in all species studied, including man; the action can 
be invoked in normal as well as in hypogonadal individuals. 
Under the influence of androgen, the urinary excretion of nitro- 
gen, potassium, and phosphorus is decreased and a_ positive 
balance of these elements develops. This indicates that new 
tissue is being formed, the greater part of which is probably 
muscle. However, certain other organs also gain weight, par- 
ticularly the kidney. The most familiar example of the anabolic 
effects of the androgens is the rapid growth and muscular de- 
ve lopment of the adolescent male. 

The anabolic action, however, is also prominent in elderly 
and cachectic individuals and probably is a partial explanation 
for the symptomatic relief afforded by soiaan therapy in 
debilitating diseases such as carcinomatosis. 


USES: Nilevar is indicated in preparing for elective surgery, 
in recovery from surgery, severe burns where there is frequently 


a negative nitrogen balance, in trauma, severe illness such as 
anterior poliomyelitis, tuberculosis, carcinomatosis, and in severe 
periods of ulcerative colitis. Nilevar has also been administered 
to the premature infant in an effort to increase protein anabolism. 


PREPARATIONS: Nilevar is supplied in tablets, drops, and 


ampules. The unscored, uncoated tablets each contain 10 mg. 
I 


of the drug. The drops are supplied in bottles of 15 cc. with 
droppers. The ampules contain 25 mg. of the drug. 


DOSAGE AND ADMINISTRATION: The suggested dosage of 
Nilevar which produces an immediately apparent effect in the 
average adult is 20 to 30 mg. daily in single courses for no 
longer than three months. : 

For children, a daily dosage of 0.25 mg. per pound of body 
weight is recommended, also in single courses not exceeding 
three months. Administered intramuscularly, the dosage of the 
ampule solution is the same. Nilevar drops are best adminis- 
tered in milk, fruit juice, or other suitable liquids. 


TOXICITY: The only known contraindications are prostatic carci- 
noma nephrosis, and the nephrotic stage of chronic nephritis. It 
is to be used with caution in patients with liver disease. 


PRECAUTIONS: Slight androgenicity may be manifested on 
high dosage; large doses of androgens produce masculinization 
in women, Enlargement of the clitoris, deepening of the voice, 
baldness, hirsuitism, and acne vulgaris are observed. The first 
three side effects may disappear slowly after discontinuance of 
therapy. Some women vary in their susceptibility to masculiniz- 
ing effects. It is generally believed that the dosage can be con- 
trolled to prevent these effects. Androgens may also increase 
libido in women. 

In the treatment of adolescents, care should be exercised to 
avoid premature closure of the epiphyses. In adult fertile males, 
large doses of androgens may not only suppress spermatogenesis 
but also cause degenerative changes in the seminiferous tubules. 
But the changes are reversible. The ability of androgens to pro- 
mote renal absorption of electrolytes may result in edema forma- 
tion, especially in elderly patients with hyproproteinemia or with 
incipient heart failure. 





LIPOMUL 


FOOD NUTRIENT 





DESCRIPTION: Lipomul! is available for intravenous and oral 
administration. In the intravenous preparation, for each 100 cc. 
there are 15 Gm. of cottonseed oil, 4 Gm. of anhydrous dextrose, 
1.2 Gm. of lecithin, and 0.3 Gm. of oxyethylene-oxypropylene 
polymer 

The oral preparation is a stable, palatable emulsion con- 
taining 67 per cent vegetable oil along with emulsifying, flavor- 
ing, and sweetening agents. It has a caloric value of 6 calories 
per ce., or 189 calories per ounce. Each 15 cc. contains 10 Gm. 
of corn oil. 


ACTIONS AND EFFECTS: Lipomul is used as a food nutrient 
when it is imperative that maximum nitrogen-sparing effect is 
ndicated. 


USES: Lipomul-I.V. is indicated for patients who are unable to 
take adequate food by mouth for any considerable period of 
time. It is indicated in malnourished patients, such as those with 
neoplasms or other obstructing or debilitating diseases who 
are being prepared for surgery; patients whose gastrointestinal 
tracts are not functioning properly within a few days after 
surgery; patients with extensive burns; patients with traumatic 
conditions severe enough to cause debilitation and prolong con- 
valescence; patients with gastrointestinal disease; and in certain 
patients with acute or chronic renal failure in whom maximum 
\itrogen-sparing effect is indicated. 

Lipomul-Oral is a high-caloric dietary supplement provided 
with fat as a concentrated source of energy in a homogenized 
form readiy accepted and tolerated by both adults and children. 
It is indicated for the underweight and the malnourished, in 
prolonged convalescence, and chronic illness. Post-operatively 
it is used to furnish calories and spare dietary protein for body 
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protein deposition. 


PREPARATIONS: The intravenous preparation is marketed in 
a 600 cc. bottle containing 500 cc. of 15 per cent fat emulsion. 
The oral preparation is marketed in pint bottles. 


DOSAGE AND ADMINISTRATION: Lipomul-I.V. is adminis- 
tered only by intravenous route. Adults receive not more than 
2 units of 500 cc. daily, the total number of infusions not to 
exceed 14. In infants and children, the maximum daily dose 
ranges up to 10 cc. per pound of body weight. 

Lipomul-Oral may be mixed with milk in any proportion, or 
flavored with chocolate or any other suitable flavored syrup. 
The recommended dosage for adults is one to three fluid ounces, 
three times daily after or between meals. The dosage for chil- 
dren is one-half to two fluid ounces, twice daily 


TOXICITY: While actual toxicity has not been reported from 
such a food nutrient, maximum rates are suggested for the 
flow rate of the intravenous infusion: In adults for the first five 
minutes the rate of flow should be 10 drops per minute. During 
the next 25 minutes the rate is increased to 40 drops per minute 
and to 100 drops per minute for the next half hour. 

In infants and children, using the same time sequence, ti 
number of drops should be 5 to 10, then 0.5 to 1.0 drops per 
pound for the remainder of the intravenous administration. 


PRECAUTIONS: Lipomul I.V. must not be mixed with blood 
or any other infusion fluid or drug, or given simultaneously 
through the same tubing. Only the recipient sets supplied with 
the intravenous preparation are to be used in administering 
the intravenous preparation 
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AZULFIDINE 


BACTERIOSTATIC AGENT 





DESCRIPTION: Azulfidine consists of salicylic acid, an azo- 


compound of salicylic acid, and sulfapyridine. 


ACTION AND EFFECTS: The drug is one of the sulfonamides 
which acts as a bacteriostatic agent by competing with organisms 
for para-amino-benzoic acid. When utilized in the treatment of 
intestinal diseases, or for preoperative preparation of the bowel 
for surgery, it will result in what is referred to as “sterilization of 
the gut.” The total bacterial count in the feces will decrease as a 
result of eliminating the coliform organisms, and the fecal flora 
will change from gram-positive to predominantly gram-negative 
long-term effects of prolonged sulfonamide 
therapy on the bacterial flora of the feces have not been studied 
thoroughly 


organisms. The 


USES: As already noted, Azulfidine is used in preoperative 
preparation of the bowel before intestinal surgery; it is outstand- 
ingly effective in the treatment of ulcerative colitis. The excellent 
results in this disease may lie in its special affinity for connective 


tissue. 


PREPARATIONS: The drug is supplied in scored tablets of 1 


Gm. each. 


DOSAGE AND ADMINISTRATION: The adult dosage of this 
drug is two or three tablets—4, 6, or 8 times daily. It is important 
that the drug be administered in equal doses during each 24- 
hour period. Intervals between nighttime doses should not exceed 
eight hours. In severe cases of colitis or diarrhea, it is often 
advisable to begin with large doses up to 16-18 tablets every 
24 hours 

Children over seven years of age take one or two tablets, 
three to six times. Children five to seven years of age take % to 
one tablet, three to six times. 

In case of slight nausea, the dosage must be reduced by one- 
half. In case of severe nausea, treatment is stopped for two 


days and then therapy is again begun »n one-half dosage, 
returning to full dosage in three days. Bargen recommends the 
drug be given in courses of two weeks on and one week off. The 
results of treatment should be checked by proctoscopy and 
sigmoidoscopy. It is often necessary to continue the medication 
for several months. Even when the diarrhea stops after a few 
days, as often happens, the treatment should be continued for 
sometime thereafter until the endoscopic observations are satis- 
factory. Then small doses are often sufficient, approximately 
three tablets a day. On signs of recurrence, the doses should be 
increased immediately. 


TOXICITY: Azulfidine should be administered under constant 
medical supervision, and the usual precautions in sulfonamide 
therapy should be observed. Although not common, leukopenia 
may occur, and in such an event, administration of the drug 
must be stopped immediately and injections of liver preparations 
administered. A slight rise in the temperature may sometimes 
be observed, but does not necessitate interruption of therapy. 
Occasionally a high toxic fever may occur, usually within 7 to 
12 days, with rash. 

In such instances the dose should be immediately reduced to 
4 tablets, three times daily. This desensitization dosage is con- 
tinued for 10 to 12 days, then again slowly increased. Should 
the fever and exanthema persist, administration of the drug 
should be discontinued for several days. Cyanosis which is often 
manifested in treatment with the ordinary sulfonamides appears 
only in exceptional cases and then only after large doses. 


PRECAUTIONS: During the first three weeks of treatment, 
blood counts and urinalyses should be performed once a week, 
and after this period, twice a month. 

The fluid intake should be maintained at levels of 1,200 and 
1,500 cc. daily. If the urinary output is less than 800 cc. daily, 
the administration of the drug must be discontinued. 





MEDROL 


SYNTHETIC STEROID 





DESCRIPTION Medrol is one of the newer derivatives of 
prednisolone. Chemically, it is 6-methyl-delta-1-hydrocortisone. 


ACTION AND EFFECTS: This synthetic steroid is very com- 
parable to prednisolone and the other corticosteroids in its 
actions. However, it is claimed to be effective in lower dosage, 
with less danger of edema, even with continued use of the 
drug. Medrol also causes less gastric irritation and there is 
therefore less danger of gastric ulcers resulting while therapy 
is in progress. This preparation can also be prescribed a 
patients whose immediate condition warrants the drug despite 
a previous history of peptic or duodenal ulcer. The drug sup- 
pose dly has less psychic stimulation and greater anti-inflammatory 
action than other available corticosteroids. 

Medrol is the result of research in the field of corticosteroids; 
i deliberate attempt has been made to prepare drugs which will 
provide anti-inflammatory actions, drugs whose side actions have 
either been largely eliminated or are present to far lesser degree 
than in the originally discovered corticosteroids 


USES: Medrol is indicated for rheumatoid arthritis, bronchial 
asthma, nephrosis, dermatologic conditions, hypersensitivity re- 
actions, and suppression of ophthalmic inflammatory conditions 

In severe exacerbations of ulcerative colitis, Medrol has been 
utilized; proctoscopic examination reveals improvement within 
7-10 days. On the basis of present evidence, however, these 
effects do not appear to excel those of hydrocortisone or 


prednisone. 


PREPARATIONS: Medrol is marketed in white, scored, 4 mg 
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tablets. It is also marketed in pink, scored, 2 mg. tablets. 


DOSAGE AND ADMINISTRATION: The suppressive dose of 
Medrol is usually 16 to 20 mg. daily for three to seven days. 
The daily dose should then be reduced by 2 mg. with decrements 
at seven-day intervals to maintenance levels. Maintenance dose 
is 2 to 10 mg. daily. The total dosage, suppressive and mainte- 
nance, should be taken in divided doses after meals and at bed- 
time with a light snack. 

Medrol may also be administered as a retention enema to 
treat ulcerative colitis when there is an attempt made to localize 
the effects of the drug. Here the dosage of methylprednisolone 
or Medrol is 60 to 80 mg. in 15 to 30 ml. of water. This may 
also be administered by continuous rectal drip. 


TOXICITY: Medrol, as the other adrenal steroids, can cause 
many complications, the most common being the symptoms of 
adrenal cortical hyperfunction or Cushing's syndrome with 
edema, moon-face, acne, “buffalo obesity” and hypokalemic 
hypochloremic alkalosis. Hypertension, hyperglycemia, glyco- 
suria, and various infections are less common complications with 
the new steroid. 


PRECAUTIONS: While there has not been as much need of 
sodium restriction with the new steroids, emotional reactions, 
including psychotic reactions, occur in 15 per cent of the 
patients and constitute an important but reversible complication. 
The development of steroid psychosis necessitates prompt dis- 
continuation of the medication. Sedation with Chlorpromazine 
daily may be necessary. 
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THE BOOK SHELF 


by ANNA V. MATZ, R.N., B.S., M.A., M.P.A. 


Public Health Nursing Consultant, 
New York City Department of Health 





Psychiatry for Nurses, fifth edition, by 
Louis J. Karnosh, B.S., Se.D., M.D., 
Clinical Professor of Nervous Diseases, 
School of Medicine, Western Reserve 
University; Senior Consultant of Neuro- 
psychiatry, Cleveland Clinic, Cleveland, 
Ohio; in collaboration with Dorothy 
Mereness, Ed.D., R.N., Director of the 
Psychiatric-Mental Health Nursing Pro- 
gram, New York University, New York 
City, The C. V. Mosby Company, St. 
Louis, 1958. 406 pages. Price $4.50. 


This fifth edition is designed to out 
line the basic features of understanding 
and handling the patient with a mental 
disease. While the scope covers the 
major illnesses, the book does not in- 
clude discussion of every type of think- 
ing in modern psychiatry. The Freudian 
approach to the analysis of problems is 
emphasized throughout the text. 

The purpose of the text is to serve as 
an introduction to the development of 
psychiatric skills and to an understand- 
ing of abnormal behavior. There are ex- 
cellent chapters on “The Therapeutic 
Roles of the Psychiatric Nurse” and 
those related to the “Structure and De- 
fense Mechanisms of Personality”; they 
have much valuable information for all 
professional nurses. The newer treat- 
ments and the use of tranquilizers are 
given full coverage. 

The chapters dealing with the various 
psychiatric disorders are supplemented 
with case studies, enabling the student 
to see relationships between the many 
factors that have a bearing on the 
breakdown of personality. 

The contents are divided into 36 
chapters and a glossary of terms. Each 
chapter includes a list of pertinent refer- 
ences for further reading. This is an 
excellent text for the beginning nursing 
student. The material is well organized 
and easy to read and understand. 


Scientific Principles in Nursing, il- 
lustrated third edition, by M. Esther 
McClain, R.N., B.S., M.S., Instructor in 


Nursing Arts, Providence Hospital 
School of Nursing, Detroit, Mich.; form- 
erly Instructor in Nursing Arts, Provi- 
dence Division of the School of Nursing 
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Education, The Catholic University of 
America, Washington, D.C.; and Shirley 
Hawke Gragg, R.N., B.S.N., Visiting 
Lecturer in Nursing, Missouri Baptist 
Hospital School of Nursing, St. Louis, 
Mo.; formerly Co-ordinator in Funda- 
mentals of Nursing, Barnes Hospital 
School of Nursing, St. Louis, Mo.; Di- 
rector of Education, East Tennessee 
Baptist Hospital, Knoxville, Tenn.; In- 
structor in Nursing Arts, St. Luke’s Hos- 
pital, St. Louis, Mo., The C. V. Mosby 


Company, 1958. 535 pages. Price $4.50. 


In this third edition, the text retains 
its original format. The concept of the 
patient as a member of a family and 
community has been broadened to in- 
clude the various factors in the environ- 
ment that affect health. 

As in the previous editions, funda- 
mental principles rather than specific 
techniques of nursing are stressed. The 
mastery of these principles should en- 
able the student to apply them to any 
procedure or technique. The facts and 
information are up to date, and the sub- 
ject material has been expanded to in- 
clude care of surgical, communicable 
disease, and chronically ill patients. 
These three chapters comprise one of 
the highly desirable features of the 
book. 

The contents are divided into seven 
units: Unit I. An Introduction to Nurs- 
ing, the Hospital, and Related Areas; 
Unit II. Principles Related to Meeting 
the Patient’s Needs; Unit III. Principles 
and Treatments Pertaining to Intestinal 
and Urinary Elimination; 
Principles Related to the Vital Signs 
and Their Respective Systems; Unit V. 
Principles Related to Therapeutic Meas- 
ures and Diagnostic Tests; Unit VI. 
Principles Related to the Administration 
of Medicines and Other Therapeutic 
Agents; Unit VII. Adapting General 
Principles to Meet the Needs of the 
Special Patient. 

There is a summary at the end of 
each chapter, as well as exercises and a 
suggested performance check list, all of 
which are helpful to the student. 

This is a basic text for professional 
nursing that is unique in its approach to 


Unit IV. 


the art and science of nursing. 


Family-Centered Maternity Nursing, 
by Ernestine Wiedenbach, R.N., M.A., 
C.N.M., Associate Professor of Obste- 
tric Nursing, Yale University, School of 
Nursing, G. P. Putnam’s Sons, New 
York, 1958. 345 pages. Price $5.50. 


As the title of the text implies, the 
primary focus of maternity nursing is 
the care of the expectant mother in 
the natural environment of the family. 
The needs of the patient during preg- 
nancy, labor, and the postpartal pe- 
riods are considered and interpreted 
from the point of view of family rela- 
tionships. All of the important aspects 
of anatomy and physiology of preg 
nancy are described, and they lend 
themselves to teaching of the expectant 
mother. The summary charts of devel- 
opments during the trimesters are ex- 
cellent. 

The scope of nursing in this text is 
directed toward giving service to pros- 
pective parents. “Just what this service 
is, is hard to define. It is a blend of- 
skills and team action, given with un- 
derstanding and judgment, and modi- 
fied according to individual needs and 
capacities.” Since needs of the patient 
are individually determined and dic- 
tated by circumstances, the nurse needs 
insight and understanding, to view 
situations through the mother’s eyes. 

The anticipated problems are out 
lined to provide a guide for teaching. 
The discussion on exercises is very help- 
ful, accompanied by easy-to-follow dia 
grams. 

There are 11 chapters: I. Maternity 
Nursing—Family Centered, II. Precon- 
ception and Preparation, III. Fertiliza- 
tion and Heredity, IV. Pregnancy, V. 
Nursing During Pregnancy, VI. Labor, 
VII. Nursing During Labor, VIII. The 
Newborn, IX. The Puerperium, X 
Postpartum Nursing—Family Centered, 
XI. Epilogue. An appendix is also in 
cluded. 

This all-inclusive text emphasizes the 
total nursing care of the expectant 
mother. It is an excellent source book 
and a text for basic nursing students. 
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THE DYNAMICS OF 
HUMAN RELATIONSHIPS 


by THERESA G. MULLER, R.N., M.A. 
Director of Nurses, Sheppard and 


Enoch Pratt Hospital, Towson, Md. 


AST month we began a discussion of the problems faced 
4 by nursing students in caring for an attractive, 19-year- 
old schizophrenic named June. We pointed out some of the 


characteristics inherent in both the student and a schizo- 
phrenic patient which impede or facilitate their positive 
relationships with each other. Additional excerpts of con- 
ference discussions on this matter follow: 


Student. I find that June sometimes promises to get 
dressed if I leave the room 

Instructor: Here you see again her manipulative tendency 
to do as she wants to do, and in her very own way. You 
probably also are aware of how she offers to meet one 
requirement in daily living, provided you exempt her from 
another Then, when she finds you readily 
accede to her wishes, the day will come when she spurns 


requ rement 


you in the same way as she has turned from your less 
favored associates 

She will expect you to let her get away with anything 
she wishes to do and cannot reconcile herself to what 
she has considered a secret pact with you that you would 
sanction anything she did. In this she shares the feelings 
of all schizophrenic patients in daydreaming about their 
superior control over everyone and getting their own way 
at all costs. Your mistaken kindness, ignorance, or lack of 
ability to control the situation will earn her contempt. 
She will regard you as a person who lets her get away 
with things, who doesn’t know her job. She can scarcely 
respect you as a_ professional person when you allow 
yourself to be drawn in by her ability to use you for her 
own ends instead of being able to rely on you to carry out 
therapeutic nursing measures 

Student: Is every one of us susceptible to schizophrenia? 

Instructor: Your question must make us wonder about 
what schizophrenia is and what causes it, as well as what 
schizophrenic patients have in common, and how they 
differ. 

Schizophrenia Is a disease manifested by a person who 
has found a world of fantasy more satisfying to live in 
than the world of reality. A disease is a bodily or mental 
condition of malfunction; since mind and body are insep- 
arable, both are involved in the disease process. We might 
note how a person who refuses to eat fails to have the 
required nourishment for good physical health. 

Also, any one of us, when anxious, is likely to find our 
hands perspiring Then, too, when we are angry our blood 
pressure will go up and our faces flush; glycogen is poured 
into the blood stream, thereby contributing to increased 
energy for increased activities. These bodily conditions are 
fleeting during the brief periods of experiencing the emo- 
tion, but bodily changes are likely to occur when the 
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emotions are of longer duration. 

In searching for causes, we find that the present is likely 
to be a residue of the past. Can you give me an example 
of this? 

Student: General paresis is found in a patient who has 
long ago passed through the initial stages of syphilis. 

Instructor: Yes, and the transmission of a mental disease 
from generation to generation is not at all similar to the 
transmission of physical characteristics through the genes. 
Rather, it is likely to be in the identifications and personal 
influences of families. Not every child in the same family 
is within the same environment; it differs because of his 
position in the family as an older, younger, or in-between 
child; and also with relation to how other family members 
feel about him. : 

Generally speaking, we have to regard schizophrenia as 
a mental disease of functional rather than organic origin, 
and to conclude that it involves derangement of the mental 
processes. Therefore, in determining appropriate treatment 
we are concerned about the behavior of a person rather 
than the physical signs and symptoms of an organic disease. 
Because there are many closely related environmental causal 
factors, no single cause is readily identified. 

A chain of many negative experiences in psychological 
traumata can lay the basis for developing a characteristic 
way of life. Normally, each one of us responds to experi- 
ences within a family as generally satisfying even though 
there might also be other unhappy experiences similar to 
those of the person who develops schizophrenic reactions. 

The schizophrenic patient has retreated to an inner world 
of fantasy as an escape from the discomforts of the real 
world. Such a person, then, indulges in delusions of the 
great worth which he was unable to establish in reality. 
This preoccupation with the self excludes the outer world 
by fantasies represented as hallucinations, and by distortions 
of thinking represented as delusions. 

Student: Don't adolescents also retreat to fantasy worlds? 

Instructor: Yes, but they never entirely lose touch with 
reality. On the other hand, the schizophrenic retreats to 
an inner world as a reality with which he becomes pre- 
occupied in time and attention. The inner experiences, 
then, receive a high value and personal thoughts and 
feelings take precedence over external sources of satisfac- 
tion. 

And so we see how unpleasant, uncomfortable, and 
painful experiences with a real world cause some persons 
to retreat into a way of life where they find themselves 
fearfully alone and detached, even though a facade of 
sociability might cover this up for a time. Eventually 
it becomes evident that experiences with others really have 
no meaning in the life of a schizophrenic who lives in 
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an inner world which is less painful than the outer. 

Student: Does this not happen to all of us? Do we not 
also try to avoid unpleasant feelings? 

Instructor: Let us consider your feelings about an un- 
pleasant possibility of failing to complete a nursing program. 
Do you study harder and try to assess what is expected 
of you? Or do you avoid the painful experience altogether 
and, instead of study, substitute a wish to pass? Do you 
then console yourself with the thought that someone else 
is doing something to vour mind and what is the use, 
anyway? 

Such are the schizophrenic characteristics which a habit 
of failing established when parental and other rewards 
were withheld as satisfactions. Even though anger and 
suspicion are evident, the basic feeling is one of futility. 
Thus an accumulation of failures and frustrations in early 
life eventually lead to renunciation of reality. ; 

Student: Then what you mean is that although we might 
feel like the schizophrenic patient, our 
last as long 

Instructor: Yes. Furthermore, we are unlikely to be so 
unduly preoccupied with our hurt feelings that we react 
to the world as though it were real. A_ transient 
episode does not become our way of life. We balance both 
types of experiences and note how dependent we are on 
getting stimulation from the external world. The experi- 
a schizophrenic are not entirely different from 
ours, but his way of life develops from an accumulation of 
unsatisfactory experiences which make him consider all 
effort as futile. 

He then seeks comfort by retreating from unpleasant 
realities to an inner world where things are as he wishes 
them to be. This also happens to some persons who were 
over protected as children; they had few experiences in 
early life to help them tolerate failure in later life. But 
even a reasonably healthy person is likely to retreat to a 
more tolerable world of fantasy when subjected to extreme 
conditions of isolation. An example of this is the person 
and given 
to feel that there is no hope for him, with starvation and 
other bodily discomforts adding to such a feeling. 


feelings do not 


inner 


ences of 


who is brainwashed in a concentration camp 


Now let us see how we can use what we are learning 
admitted patient. On the basis of 
the medical and nursing observations on the first 24 hours 
of a young girl, Barbara B., what might you surmise about 
the patient in order to formulate plans for immediate and 
future 

The medical notes indicated that the girl appeared to 
The dilated pupils of her 
her look of perplexity and bewilderment; 
she paused a long time before answering any questions 
put to her, and then shook her head and repeatedly said, 
“I do not remember.” 


in caring for a newly 


: a 
nursing care! 


be younger than her 17 years. 
eves added to 


Barbara’s abdomen was distended and the physician 
asked her when she had last urinated. She told him it had 
been earlier in the day. When asked if she wished to go 
to the toilet she answered Yes, but remained seated in her 
chair. A nurse was called to take her to the toilet. When 
they returned the patient was holding a bunch of flowers 
in her hands and said a woman had given them to her. 
Only when told to do so did she put the flowers down on 
the table beside her. 

In answer to a query about previous medication, Barbara 
said that a doctor had given her some pills to take but 
she could not recall how many. She added that they had 
anyway. She knew the type of hospital 
she was in and said, without any show of feeling, that 
it was for people who are not right in their heads. “I’ve 
been ill for a long time and have worried about getting 
everything abt and it takes so long to get anything 
done.” 


not helped her, 
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She said something about “as a twig is bent” and then 
she looked as though she wanted to cry, but did not. 
Instead, she said, “I can see how all the kids in school 
were confused and I did not want them to be unhappy.” 
She then admitted that she was afraid of doing something 
which her family might not like. “My head gets all tight 
up here and I feel empty inside. I can’t like anything. 
I did not want my family to be unhappy.” Asked about 
being mentally ill, she replied: “I don’t know, but IT never 
get anything right.” 

The nurse’s notes showed that the patient co-operated 
well in the admission procedures. Her body was clean 
and well nourished. There was some facial acne. She kept 
saying that she did not want to live any longer. “I must 
get away from people,” she said. In the evening she 
watched T.V. with a sad expression. The next day she was 
tearful throughout lunch and said, “I am nobody. Why 
should I live? My friends are so unhappy. I've never done 
anything good.” 

She was tearful in the afternoon and spoke briefly only 
in answer to a question. She apparently paid no attention 
to the other patients, and refused nourishment. She slowly 
followed the hall routines. 

On the basis of this information the students discussed 
what they thought the patient to be like. The general 
impression she gave them was that she had a low opinion 
of herself and voiced this by saying that she never got 
anything right. She appeared to be helpless and inadequate 
and her regressed behavior was noted by her actions when 
she was told what to do about going to the toilet and 
putting down the flowers. 

It was as if she were much younger than she actually 
was, and unable to do these things on her own accord. 
She seemed to be saying that she could not please her 
parents, and the students thought that one or both of the 
parents might have been domineering. Then, in conse- 
she probably felt ashamed and guilty about her 
resentment and hostility and expressed this by saying that 
anything right. Since she appeared 
younger than her classmates in school, she might have had 
feeling apart from them. Guilty, and 
ashamed of her impulses, she said she did not want to live; 
she tried to neglect herself to death by not eating. Her 
hopelessness was implied by her comment about the pills 
which the doctor had given her and which, she said, did 
not help. 

So we see 


quence, 
she had never done 


some reason for 


a girl who appears perplexed, confused, and 
preoccupied. She expresses a terrible hopelessness about 
herself by saying she never gets anything right. What has 
» to feel so ashamed of herself? Why should she 
feel so unworthy about receiving the care she needs? Is 
she afraid of her impulses, that she will be punished for 
having them? She never spoke of being unhappy herself 
but projected her unhappy feelings into others. Is she, 
then, also guilty about not being happy? Might there also 
be another side to this? 

We see Barbara as a most conscientious person, one 
who is compelled to get everything just right. According 
to her perfectionist standards it must seem wrong to her 
to be hostile, angry, and to have any sexual feelings. 
‘I can’t like anything” means fear of her impulses and of 
being a burden and being responsible for the unhappiness 
of others. This fear is partly true, for her parents are 
actually sad about her. Her feelings of emptiness indicate 
that she has nothing to give but anger and hatred, that 
she can take nothing inside of her un- 
worthiness. She is unable to meet her own high standards 
for herself. 

What, then, have we found out to help us in formulating 
plans for the imme diate and future nursing care of Barbara? 

Next month we shall continue this discussion. 


she done 


herself because 
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Practical Nursing Directory 


This directory of national and state associations is included 


as a service to our readers. It will appear in the January 


and July issues — Editor. 


National Organizations 


National Association for Practical 
Nurse Education 

President, Miss Eleanor Gaffney, Director 
of Nursing, Tewkesbury Hospital, 
Tewkesbury, Mass. 

Exec. Director, Hilda M. Torrop, Suite 
803, 654 Madison Ave., New York 21, 
4 


National Federation of Licensed 
Practical Nurses 

President, Mrs. Clara A. Roitero, Brattle- 
boro, Vt 

Exec. Director, Mrs. Lillian E. Kuster, 
250 West 57 St., New York 19, N. Y. 

Secretary, Miss Anna A. Kennerup, 115 
N. 16 St., East Orange, N. J. 


National League for Nursing, Council 
on Practical Nursing 
Secretary, Mrs. Neva Stevenson, National 
League for Nursing, 10 Columbus 
Circle, New York 19, N. Y. 


State and Territorial 
Organizations 


Alabama 
Licensed Practical Nurses’ Association of 
Alabama, Inc.: 

President, Mrs. Lillian Gaddy, 2613 E. 
Fifth Ave., Tuscaloosa, Ala. 

Secretary, Mrs. Elma Sharp, 6019 Fifth 
Terrace, S., Birmingham, Ala. 

Licensed Practical Nurses’ Association of 
Alabama, Inc.: 

President, Mrs. Edna J. Price, 333-14 

Court N., Birmingham 4, Ala. 
For licensure apply to: 

Miss Dorothy Foley, R.N., Exec. Sec., 
Board of Nurses’ Examiners and Reg- 
istration, 711 High Street, Montgom- 
ery 4, Ala 


Alaska 
The Mt. Edgecumbe Practical Nurses’ 
Group: 
President, Mrs. Rose Frankosi, P.O. Box 
673, Mt. Edgecumbe, Alaska 
Secretary, Miss Roslyn Howard, Mt. 
Edgecumbe, Alaska 
For licensure apply to: 
Examining Board, Mrs. La Pearl Bie, 
Sec.-Treas., Box 714, Seward, Alaska 


Arizona 
Arizona Federation of Licensed Practical 
Nurses: 
President, Mrs. Virginia K. Bailey, 2626 
Ricca Dr., Kingman, Ariz. 
Cor. Sec., Mrs. Joanne Klein Jr., 1025 
Valleyview Dr., Kingman, Ariz. 
For licensure apply to: 
Mrs. Zona Brierley, R.N., Exec. Sec., 
Arizona State Board of Nurse Reg- 
istration and Nursing Education, 
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1740 W. Adams St., Phoenix, Ariz 


Arkansas 
Arkansas State Practical Nurses’ Associa- 
tion: 

President, Mrs. Dewey R. Marquis, 610 
S. 14, Fort Smith, Ark. 

Exec. Director, Mrs. Georgia Lee Rus- 
sell Gephardt, 2623 Wolfe St., Little 
Rock, Ark. 

For licensure apply to: 

Miss Evelyn Smith, Sec.-Treas., Arkan- 
sas State Board of Nurse Examiners, 
1016 Pyramid Bldg., Little Rock, Ark. 


California 
California Licensed Vocational Nurses’ 
Association, Inc.: 

President, Mrs. Lura E. Bryant, Room 
207, 2030 Broadway, Oakland 12, 
Calif. 

Secretary, Agnes Fortney, 2137 E 
Sonora St., Stockton, Calif. 

For licensure apply to: 

Board of Vocational Nurse Examiners, 

1021 “O” St., Sacramento 14, Calif 
Colorado 
Practical Nurse Association of Colorado: 

President, Mrs. Violet Horning, P.O 
Box 423, Colorado Springs, Colo. 

Exec. Sec., Clara Weigel, Practical 
Nurse Association of Colorado, The 
Kilbourn, Room 214, 847 E. Colfax 
Ave., Denver 18, Colo. 

or licensure apply to: 

Board of Licensed Practical Nurse Ex- 
aminers, 1280 Sherman St., Denver 
3, Colo. 


Connecticut 
Connecticut Licensed Practical Nurses’ 
Association, Inc.: 

President, Mrs. Margaret D. Skelly, 190 
Trumbull St., Room 300, Hartford, 
Conn. 

Exec. Sec., Harriet S. Meggat, 190 
Trumbull St., Room 300, Hartford 
Conn. 

For licensure apply to: 

Agnes Ohlson, R.N.., Dept. of Nursing 
Examiners, No. 145, State Office 
Bldg., Hartford, Conn. 


Delaware 
Delaware 
Association: 

President, Mrs. Annelle S. Mathias, 32 
Virginia Ave., Rehoboth Beach, Del. 

Rec. Sec., Mabel Hummel, 208 E. 29 
St., Wilmington, Del. 

Cor. Sec., Mrs. Hettie Hayman, 4546 
N. Pickwood Dr., Limestone Gar- 
dens, Wilmington, Del. 

For licensure apply to: 

Delaware State Board of Nurse Exam- 

iners, 214 E. 14 St., Wilmington, Del 


Licensed Practical Nurses 


District of Columbia 
The Practical Nurse Association of the 


District of Columbia: 
President, Mrs. Edith Jenkins, 709 Jack- 
son St., N.E., Washington, D. C. 
Secretary, Mr. Charles Harper, 829 
Kentucky Ave., S.E., Washington, 
D. C. 


No licensure provided. 


Florida 
Licensed Practical Nurses’ Association of 
Florida, Inc.: 
President, Mrs. Theta Gilkes, 465-48 
Ave., N., St. Petersburg, Fla. 
Rec. Sec., Lois E. Spitler, 10,009 Flor- 
ida Ave., Tampa, Fla. 
For licensure apply to: 
Hazel M. Peoples, Sec.-Treas., Examin- 
ing Board, Room 6, 230 W. Forsyth 
St., Jacksonville, Fla. 


Georgia 
Practical Nurses’ Association of Georgia, 
Inc.: 
President, Mrs. Louise Jenkins, 956 GC. 
Dixie Rd., Fort Benning, Ga. 
Secretary, Mrs. Eldamarie Dattler, 3043 
Amelia Ave., Decatur, Ga. 
Colored Practical Nurses’ Association of 
Georgia, Inc.: 
President, Miss E. Sharon Frieson, 684 
Parsons St., Atlanta, Ga. 
Secretary, Mrs. Rosa A. Edwards, 84 
Randolph St., N.E., Atlanta, Ga. 
For licensure apply to: 
Board of Examiners of Practical Nurses, 
State Capitol, Atlanta, Ga. 


Hawaii 
Licensed Practical Nurses’ Association of 
Hawaii: 
President, Mrs. Lydia DuPont, 1644 10 
Ave., Honolulu, T. H. 
Secretary, Mrs. Rena Kanealii, 2003 
Lohilani St., Honolulu, T. H. 
For licensure apply to: 
Alison McBride, R.N., Exec. Sec., Board 
for the Licensing of Nurses, 510 S. 
Beretania St., Honolulu, T. H. 


Idaho 
Practical Nurses of Idaho, Inc.: 
President, Mrs. Alice Brown, 1328 10 
Ave., Lewiston, Idaho 
Secretary, Mrs. Magda Harootunian, 
818 11 St., Lewiston, Idaho 
For licensure apply to: 
State Board of Nurse Registration and 
Nursing Education, P.O. Box 2067, 
Boise, Idaho 


Illinois 
Licensed Practical Nurse Association of 
Illinois: 
President, Mrs. Mary Runnels, 1704 
N. Church, Decatur, II. 
Secretary, Miss Marie Plennert, 3542 
N. Oakley, Chicago 18, Il. 
Exec. Sec., Mrs. Etta B. Schmidt, 1402 
W. University Ave., Champaign, Ill. 
For licensure apply to: 
Department of Registration and Educa 
tion, State of Illinois, Nursing Divi- 
sion, Springfield, Il. 


Indiana 
Indiana State Licensed Practical Nurses’ 
Association: 
President, Mrs. Anna B. Paris, 5013 
North Carolina Ave., Indainapolis 5, 
Ind. 
Secretary, Mrs. Lucille Bryan, 230 East 
Lincoln Highway, LaPorte, Ind. 
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For licensure apply to: 

Caroline Hauenstein, R.N., Exec. Sec., 
Indiana State Board of Nurses Regis- 
tration and Nursing Education, 307 
Ober Bldg., 38 N. Pennsylvania St., 
Indianapolis 4, Ind. 


lowa 
Licensed Practical Nurses’ Association of 
lowa, Inc 
President, Mrs. Vera Herweg, 1405 N 
Adams St., Carroll, Iowa 
Cor. Sec., Mrs. Carline Schaefer, 506 
Grant Rd., Carroll, Iowa 
lor licensure apply to: 
Vera M. Sage, R.N., Exec. Sec., Iowa 
Board of Nurse Examiners, Room 17, 
State House, Des Moines, lowa 


Kansas 
Kansas Federation of Licensed Practical 
Nurses, Inc 
President, Mrs. Jean Bonnici 
Edwards, Wichita, Kan. 
Secretary, Miss Helen Entz, 221 S 
Pine, Newton, Kan 
For licensure apply to 
Eula M. Benton, R.N., Exec. Adm 
Kansas State Board of Education 
State Office Bldg., Topeka, Kan 
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Kentucky 
Kentucky State 
Practical Nurses 
President, Mrs. Goldie Waskey, Box 
195, Russell, Ky 
Exec. Sec., Mrs. Mary |} 
Glenview, Ky 
For licensure apply to 
Mrs. Marjorie C, Taylor, R.N., Exec 
Director, Kentucky Board of Nursing 
Education and Nurse Registration, 
Suite 310, Republic Bldg., Louisville 
Ky 


Association of Licensed 


McWilliams 


Louisiana 
Practical Nurses of Louisiana, Inc 
President, Mrs. Eva Anthony, Route 2 
Box 12, Amite, La 
Exec Sec Mrs Julia R Gesing 217 
Balter Bldg., New Orleans, La 
Rec. Sec., Mrs. Anna Clouatre, 3434 
Plank Rd., Baton Rouge, La 
Licensed Practical Nurses of Louisiana 
Ine 
President, Mrs. Edith K. Pierce, 4923 
Magnolia St., New Orleans, La 
Cor. Sec., Mrs. Eunice Gomez 
Philip St., New Orleans, La 
Exec. Sec., Mrs. Ida M. Governor, 3714 
Willow St., New Orleans, La 
The Louisiana Colored Practical Nurses 
Inc 
President, Mrs. Eola 
Gordon St., New Orleans 17, La 
Secretary, Mrs. Della P. Turner, 2089 
Law St., New Orleans, La 
For licensure apply to 
Mrs. Elizabeth Engeran, Exec. Sec.., 
Louisiana State Board of Practical 
Nurse Examiners, Room 304, State 
Office Bldg., Civic Center, 325 Loy- 
ola Ave., New Orleans 12, La 
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Harding, 1216 


Maine 
Maine Licensed Practical Nurses’ Associa- 
tion: 
President, Mrs 
Court St., Augusta, Me 
Rec Sec., Dorothy W 
Myrtle St., Augusta, Me. 
For licensure apply to: 


Pauline Hanson, 49 


Knight, 19 
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Mildred I. Lenz, Ed. Sec., State of 
Maine Board of Registration of 
Nurses, 363 Main St., Lewiston, Me. 


Maryland 
Maryland Licensed Practical Nurses’ As- 
sociation, Inc.: 

President, Mary E. Wagner, Mt. Wilson 
State Hospital, Mt. Wilson, Md. 

Secretary, Mrs. Mildred M. Nerlinger, 
Oakley Terrace, Cambridge, Md. 

Asst. Sec., Margaret Miller, 4940 East- 
ern Ave., Baltimore 24, Md. 

For licensure apply to: 

Eleanor J. Smith, Exec. Sec. of Mary- 
land State Board of Examiners of 
Nurses, 1217 Cathedral St., Balti- 
more 1, Md. 


Massachusetts 
Licensed Practical Nurses of Massachu- 
setts, Inc.: 
President, Mrs. Ruth Dunn, 271 Dart- 
mouth St., Boston, Mass. 
Exec. Sec., Catherine T. Garrity, 271 
Dartmouth St., Boston 16, Mass. 
For licensure apply to 
Dr. David Wallwork, M.D., Secretary, 
Board of Registration in Nursing, 
Room 38 State House, Boston 33, 
Mass. 


Michigan 
Michigan Practical Nurses Association, 
717 Capitol Ave., Lansing 33, Mich. 

President, Mrs. Mary Aument, 19327 
Mitchell, Detroit 34, Mich. 

Exec. Sec., Mr. Maurice Carmany, 717 
S. Capitol Ave., Lansing 33, Mich. 

For licensure apply to: 

Mary M. Anderson, Exec. Secretary, 
Michigan Board of Nursing, 148 
Stevens T. Mason Bldg., Lansing 26, 
Mich. 


Minnesota 
Minnesota Licensed Practical Nurses’ As- 
sociation, 3640 22 Ave., S., Minneapolis 
7, Minn 

President, Mrs. Agnes N. Grubb, 1910 
Greysolon Rd., Duluth 12, Minn. 

Secretary, Mrs. Elaine Mason, Oak Ter- 
race, Minn. 

For licensure apply to: 

Examining Board, Leonora J. Collatz, 
Exec. Sec., State Board of Examiners 
of Nurses, 700 Minnesota Bldg., St. 
Paul 1, Minn 

Mississippi 
Mississippi Federation of Licensed Prac- 
tical Nurses: 

President, Mrs. Gertrude F. Little, 121 
E. Third St., Hattiesburg, Miss. 

Secretary, Mrs. Hattie Evans, 2102 
W. Capitol St., Jackson, Miss. 

For licensure apply to: 

Examining Board, Fannie Belle Young, 
R.N., Acting Exec. Sec., 703 North 
at., Jac kson, Miss 


Missouri 
Missouri State 
Practical Nurses: 
President, Mrs. Margaret Riley, 3711 
Wabash, Kansas City, Mo. , 
Exec. Sec., Mrs. Alma Van Matre, 228 
Woodruff Bldg., Springfield, Mo. 
For licensure apply to: 
Catherine Guess, R.N., Exec. Sec., State 
Board of Nursing, Box 656, Jefferson 
City, Mo 


Association of Licensed 


Montana 
Montana State Practical Nurses’ Associa- 
tion: 
President, Mrs. Mary Sande, Box Elder, 
Mont. 
Exec. Sec., Mrs. Louise Salter, Box 526, 
Hamilton, Mont. 


Nebraska 
Licensed Practical Nurse Association of 
Nebraska, Inc.: 
President, Mrs. Gladys Frey, Mitchell, 
Neb. 
Secretary, Mrs. Cordia Ledingham, Box 
146, Mitchell, Neb. 
For licensure apply to: 
Helen C. Marsh, R.N., Director, Ne- 
braska State Board of Nursing, 12 
Floor, State Capitol, Lincoln, Neb. 


Nevada 
Nevada Licensed Practical Nursing Asso- 
ciation: 
President, Mrs. Elva K. Smith, 1670 B. 
St., Sparks, Nev. 
Secretary, Mrs. Ora Mae Rogan, 232 
West ‘Liberty, Reno, Nev. 
For licensure apply to: 
Mrs. Smiley Bayless, R.N., State Board 
of Nurses Examiners, P.O. Box 1884, 
Reno, Nev. 


New Hampshire 
Licensed Practical Nurses’ Association of 
New Hampshire: 

President, Mrs. Virginia Smith, L.P.N., 
3 Maple Ave., Hudson, N. H. 

Secretary, Miss Eleanor Stone, L.P.N., 
3 Merrimack St., Apt. 2, Concord, 
N. H. 

For licensure apply to: 

Miss Cecelia Sinclair, Exec. Sec., State 
Board of Nursing Education and 
Nurse Registration, Room 324, 18 
School St., Concord, N. H. 


New Jersey 
Licensed Practical Nurse Association of 
New Jersey, Inc. 

President, Mrs. Stella Harris, 89 Aque- 
duct Ave., Box 82, Midland Park, 
= 

Cor. Sec., Mrs. Jule Marquis, 843 S. 20 
St., Newark 8, N. J. 

For licensure apply to: 

Edna Antrobus, R.N., Exec. Sec., New 
Jersey Board of Nursing, 1100 Ray- 
mond Blvd., Newark 2, N. J. 


New Mexico 
New Mexico Licensed Practical Nurses’ 
Association, Inc.: 
President, Mrs. Frances Quakenbush, 
4507 10 St., N.W., Albuquerque, 
N. M. 
Secretary, Mrs. Agnes Davis, P.O. Box 
574 Carlsbad, N. M. 
lor licensure apply to: 
Examining Board, Hazel W. Bush, Sec.- 
Treas., 107 Standford, S.E., Albu- 
querque, N. M. 


New York 
Practical Nurses of New York, Inc.: 
President, Mrs. Margaret Bassett, 250 
W. 57 St., New York 19, N. Y. 
Exec. Sec., Mrs. Christine B. Quell, 250 
W. 57 St., New York 19, N. Y. 
For licensure apply to: 
Bureau of Professional Examinations 
and Registrations, State Education 
Dept., 23 Pearl St., Albany, N. Y. 
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North Carolina 
North Carolina Licensed Practical Nurses’ 
Association: 

President, Mrs. Mae A. Beard 
North Dr., Goldsboro, N. C. 

Exec. Sec., Mrs. Hazel F. Taylor, R.N. 
Box 1165, Raleigh, N. C. 

Secretary, Mrs. Lillian B. Fritts, Rout 
9, Box 277B, Lexington, N. C. 

For licensure apply to: 

Vivian M. Culver, R.N., Exec. Sec., 
North Carolina Board of Nurse Reg- 
istration and Nursing Education, 
Room 205-206, 306 S. Dawson St., 
Raleigh, N. C 
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North Dakota 
North Dakota Licensed Practical Nurses’ 
Association, Inc.: 

President, Mrs. Bernice Meldahl, 1010 
Third Ave., N.W.., Valley City, N. D. 

Secretary, Susan Barstad, 413 Sixth 
Ave., S. E., Valley City, N. D. 

For licensure apply to: 

North Dakota State Board of Nursing 
Education and Nursing Registration, 
Sec., Clara A. Lewis, State Capitol, 
Bismarck, N. D 


Ohio 
Practical Nurse Association of Ohio, Inc.: 
President, Mrs. Minnie Weigel, 27 Bald- 
win Ave., Mansfield, Ohio 
Secretary, Viola Polson, Box 85-2510 
Nebraska Ave., Toledo 7, Ohio 
Exec. Sec., Mrs. Mildred Smith, Ban- 
croft Hotel, Room 205, Springfield, 
Ohio 
For licensure apply to: 
Ohio State Board of Nursing Education 
and Nurse Registration. 


Oklahoma 
Oklahoma State Association for Licensed 
Practical Nurses, Inc.: 

President, Faye Day, 910 S. Lawton, 
Tulsa 7, Okla. 

Secretary, Mrs. Bertha Wedelin, 1116 
E. Maple, Cushing, Okla. 

For licensure apply to: 

Miss Eleanor Moore, R.N., Exec. Di- 
rector, Oklahoma Board of Nurse 
Registration and Nursing Education, 
1101 Cravens Bldg., Oklahoma City 
2, Okla. 


Oregon 
Oregon Licensed Practical Nurses’ Asso- 
ciation: 

President, Mrs. Kathryn Brunton, 547 
E. 14 Ave., Eugene, Ore. 

Secertary, Mrs. Merle Choske, Box 382, 
Pendleton, Ore. 

lor licensure apply to: 

Donna M. Monkman, Exec. Secretary, 
Oregon State Board of Nurse Exam- 
iners, 778 State Office Bldg., 1400 S. 
W. Fifth Ave., Portland, Ore. 


Pennsylvania 
Licensed Practical Nurses Association of 
Pennsylvania, 316 Fourth Ave., 
1202, Pittsburgh 22, Pa. 
President, Bertha Brown. 
Secretary, Helen Yasege. 
For licensure apply to: 
Mrs. Virginia Woodring Moore, R.N., 
Director of Nursing Education and 
Licensure, Box 99, Harrisburg, Pa. 


Room 


Puerto Rico 
Puerto Rico Practical Nurses’ Association, 
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Calle 1, Casa 711, Barriada Bueno Vista, 
Santurce, P. R. 
For licensure apply to: 

Board of Nursing Examiners of Puerto 
Rico, F. Building, PRRA, Ground- 
Sorp 8, P.O. Box 9156, Santurce, 
. a 


Rhode Island 
Practical Nurse 
Island, Inc.: 
President, Arlene Beaton, 251 Mont- 
gomery Ave., Providence, R. I. 
Secretary, Eva Treflrey, 2 Stoney Lane 
Rd., East Greenwich, R. I. 
For licensure apply to: 
Board of Regulation and Nurse Educa- 
tion, Room 366, State Office Bldg., 
Providence 3, R. I. 


Rhode 


Association of 


South Carolina 
Licensed Practical Nurses of South Caro- 
lina, Inc.: 

President, Mrs. Emily Davis, 1807 Fifth 
St., Beaufort, S.C 

Secretary, Mrs. Bernice Drawdy, 118 
Howell St., Walterboro, S. C. 

South Carolina Licensed Practical Nurses 
Colored Association: 

President, Mrs. Lillie Simpson, 839 
Crawford St., Rock Hill, S. C. 

Secretary, Mrs. Genevieve Woodward 
218 Aden St., Spartanburg, S. C 

For licensure apply to: 

Examining Board, Isadora R. Poe, Exe: 
Secretary, 809 Carolina Life Bldg 
Columbia 1, S. C 

South Dakota 
South Dakota Practical Nurss 
Inc.: 

President, Mrs. Flossie Stiles, Mt. Ver- 
non, S. D. 

Exec. Sec., Mrs. Olga 
827 S. Dakota Ave., 


S. D. 


Association 


Ulberg, 
Sioux 


R.N., 
Falls, 


Tennessee 

Tennessee Licensed Practical Nurses’ As- 

sociation, Inc.: 

President, Mrs. Nancy Osborne, 310 
Fairfax Ave., Nashville, Tenn. 

Secretary, Mrs. Melzina Vancleave, 
1103 Edwards Ave., City, 
Tenn. 

Advisor, Mrs. Ora H 
Buckle, Tenn. 

For licensure apply to: 
Miss Golden Williams, Sec., Consulta- 
ant, Tennessee Board of Nursing, 1110 

Sudekum Bldg., Nashville, Tenn 


Union 


Shelton, Bell 


Texas 
Texas Licensed Vocational Nurse Asso 
ciation: 
President, Mrs. Dorothy Fischer, 1301 
24 St., Wichita Falls, Tex. 
Exec. Sec., Mrs. Verlie Graham, 506 
Academy Dr., Austin, Tex 
For licensure apply to: 
Board of Vocational Examiners, 904 
Lavaca St., Austin, Tex 


Utah 
Licensed Practical Nurs 
Utah: 

President, Mrs. Alverda H. Hunter, 17 
Brookside Dr., Springville, Utah 
Secretary, Mrs. Deon Webb, 309 N 

Eighth, W. Provo, Utah 
For licensure apply to: 
Frank E. Lees, Asst. Director, Depart- 


Association of 


ment of Registration, 324 State Cap- 
itol, Salt Lake City, Utah 


Vermont 
Practical Nurses’ Association of Vermont 
Inc.: 
President, Marion Looman, 63 Frost St., 
Brattleboro, Vt. 
Secretary, Mrs. Lucille E. Etheridge, 3 
Taft Terrace, Wallingford, Vt. 
lor licensure apply to: 
Mrs. Eleanor Dy ke, R.N., Secretary, 
Board of Registration of Nurses, 323 
Pearl St., Brattleboro, Vt. 


Virginia 
Licensed Practical Nurse Association of 
Virginia, Inc.: 

President, Mrs. Gladys Witt, P.O. Boy 
462, Lynchburg, Va. 

Secretary, Mrs. Elizabeth Patterson 
1401 Brighton Rd., S.W., Roanoke, 
Va. 

Colored Practical Nurses’ Association of 
Virginia: 

President, Mrs. Mildred B. Jones, 829 
Re servoir Ave., Norfolk 4, Va. 
Director, Mrs. Edwina G. Barnett. 

Cor. Sec., Mrs. Catherine Hayes, 1378 
Okeef St., Norfolk 4, Va 

For licensure apply to: 

Mabel E. Montgomery, Sec.-Treas., Vir- 
ginia State Board of Nurse Exam- 
iners, 1105-10 Central National Bank 
Bldg., Richmond 19, Va. 


Washington 
Washington State Practical Nurses’ Asso- 
ciation: 
President, Mrs. Helen Kelley, 805-26 
Avenue S., Yakima, Wash. 
Exec. Sec., Mrs. Esther Kazerman, 316 
Medical Arts Bldg., Seattle 1, Wash 
For licensure apply to: 
Grace D. R.N., Dept. of 
Licenses, Practical Nurse Division, 
Olympia, Wash. 


Cameron, 


West Virginia 
Practical Nurses of West Virginia, Inc.: 
President, Mrs. Edith D. Bossie, 200 
Broad St., Room 114, Charleston, 
W. Va. 
Secretary, Mrs. Helen Thomas, 432 
Eighth Ave., Huntington, W. Va. 


Wisconsin 
Wisconsin Association of Licensed Prac- 
tical Nurses, 7551 34 Ave., Kenosha 
Wis.: 
President, Martha Koch, 825 N 
Milwaukee 3, Wis. 
Exec. Director, Mrs. Anita N. Spera, 
R.N., 7551 34 Ave., Kenosha, Wis. 
Secretary, Mrs. Marie Arnold, 2040 
Rusk St., Madison, Wis. 
For licensure apply to: 
Adele G. Stahl, R.N., Director of State 
Dept. of Nurses, 119 Monona Ave.., 
Room 609, Madison, Wis 


25 St., 


Wyoming 
Licensed Practical Nurses 
Wyoming, Inc.: 
President, Mrs. Beulah Walton, 545 
Gladstone, Sheridan, Wyo. 
Secretary, Mrs. Violet Ingersoll, 514 
South Thurmond, Wyo 
For licensure apply to: 
Gertrude Gould, Secretary, Examining 
Board, Box 856, Laramie, Wyo. 


Association of 
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Nursing at Sing Sing 
continued from page 15) 


later 


chief of staff. The inmate was 
executed 

In 1927, during the administration 
of Dr. Sweet, the hospital received the 

A” grade rating of the American Col- 
lege of Surgeons (the ratings are now 
issued by the Joint Commission on Ac 
creditation of Hospitals), thereby be 
coming the first prison hospital in the 
country to be so honored. The rating is 
still in force. 

Mr. Taylor reports that 99 per cent 
of the men volunteer for experiments 
in medical research. A few 
during an intestinal virus epidemic, a 
group of from Albany per- 
formed tests on inmates who volunteered 
thei: 
Foundation is 


years ago, 


scientists 


to have into 


bodies 


bacteria injected 
The Rockefeller 
also active in programs of a 
nature. Experiments with Atabrine, as 
well as trial vaccinations against influ- 
enza, have been tried on prisoners. 

In 1955 the health department of 
Sing Sing was honored with a certificate 
from the Medical 
Association, sponsored by the United 
States Department of Public Health, for 
an extensive inoculation study in syph- 
human 


similar 


ot merit American 


illis research conducted on 
volunteers. A_ similai 
sented to the department in December 
1954 by the American Academy of 
Dermatology. In his effort to contribute 


to the development of medicine, an 


award was pre- 


inmate sometimes mcreases his chanc es 
of freedom when the parole board is 
ready When Red 
Cross units visit the prison, thousands 
of pints of blood are donated by the 


to study his case 


men 
A month 

prison, the 

check up 
Warden 


‘ mploye s of 


before his release from 


inmate is given a medical 


staff members are 
state, 


Each of 


correction 


Denno’s 
the 


service 


functioning 
the 37 1 
officers 


unde civil 


men who serve as 
including the principal keeper and his 
associates, are required to take a medical 
examination before becoming a membe 
of the institution’s staff. The remaining 
137 men and women in administrative 
professional, industrial, and mainte 
nance positions have phvsicals after 
they 


Ever 


arrive, 
he can remember, 
William 
“had a feeling” for the medical protes- 
When 
him from pursuing a career in medicine, 
training 


the Bellevue 


since 
Pennsylvania-born Taylor has 


sion circumstances prevented 


he decided to enter nurse’s 
After graduating from 
Hospital School of Nursing in New 
York City, Mr. Taylor did private duty 
nursing, followed by nursing the men- 


tally ill. During the first World War, 
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CLASSIFIED ADVERTISEMENTS 








CLASSIFIED 
ADVERTISING 


20 cents per word, minimum charge $6.00. 
Capitals or bold face, $2 per line extra. 
Lines of white space, $2 per line extra. 
Telephone orders not accepted. No agency 
commission allowed. Closing date for ad- 
vertisements: 15th of 2nd month preceding 
publication date. Advertisements which 
arrive too late for insertion in one issue 
will automatically go into the next issue 
unless accompanied by instructions to the 
contrary. The publishers reserve the right 
to refuse or withdraw any advertising, at 
their discretion, without advance notice. 
Send ads with remittance to: Classified 
Ads, Nursing World, 480 Lexington Ave., 
New York 17, N. Y¥. 











INSTRUCTOR — CLINICAL, EVENINGS & 
NIGHTS: Should have B.S. degree in nursing 
education, or equivalent, and minimum of two 
years’ experience in two of the following posi- 
instructor, assistant instructor, head nurse. 
400-bed private genera] hospital with expansion 
program just completed. 125-student school of 
nursing, three-year diploma course. Contact Per- 
sonnel Department, Milwaukee Hospital, 2200 
West Kilbourn Ave., Milwaukee 3, Wis. 


ARTS INSTRUCTOR OR ASSIST- 
with teaching of Nursing Arts 
instructors. N.L.N. fully 
accredited diploma program with university 
affiliation for basic sciences. 160 students. Ex- 
cellent personnel policies, pleasant working con- 
ditions in 576-bed hospital, JCAH accredited. 
Newly furnished apartment nearby at reason- 
able rent, if desired. Please write Personnel 
Director, St. Luke's Hospital, Duluth 11, Minn. 


tions: 


NURSING 
ANT: To assist 
shared with three 


WORK OVERSEAS: Nurses and technicians 
are needed by American companies with over- 
seas projects. Booklet tells how and where. Price 
$1. Satisfaction guaranteed. Free booklet on 
retirement in economical Mexico with each order. 
Publisher Rathe, Box 2013, Pasadena, Calif. 


HOSPITAL: 
schools of 


course in anesthesia, 


Offers to graduates of 
nursing a comprehensive 
embracing administration 
of nitrous oxide, ethylene, cyclopropane, ether, 
barbiturates, ete. Modern techniques taught in- 
clude face-mask, endotracheal, intravenous, rec- 
tal, ete. Write to Mrs. Dean Eberhardt Hayden, 
Director, School of Anesthesia, Barnes Hospital, 
St. Louis 10, Mo 


BARNES 


accredited 


GRADUATE NURSES: For General Duty, 70- 
bed general hospital, new, air-conditioned, well 
equipped. $325 per month starting salary plus 
meals, laundry of uniforms, vacation, sick leave. 
Transportation paid to Dumas. Write, call, wire 
collect. Administrator, Memoria! Hospital, 
Dumas, Texas. 


ASSISTANT NURSING ARTS INSTRUCTOR: 
550-bed general hospital. 300 students. School has 
full League accreditation. Large faculty and 
five nursing arts instructors. Starting salary for 
assistant, $4,380 with increases to $4,740. Op- 
portunity for promotion to full instructor with 
salary increases to $5,340. One month’s vaca- 
tion, 40-hour week, Retirement Plan in addition 
to Social Security and other liberal personnel 
policies. Living facilities attractive. Private 
baths. City has many cultural advantages. Hos- 
pital in a beautiful 40-acre park. Apply Director 
of Nurses, Reading Hospital, Reading, Pa. 


CLINICAL INSTRUCTOR: 550-bed general 
hospital. 300 students. School has full League 
accreditation. Large faculty ; teaching load light. 
Starting salary, £4,740 for Degree in Education 
and no experience ; $4,980 for Degree in Nursing 
Education and past teaching experience. In- 
creases to $5,340. One month’s vacation; 40-hour 
week: Retirement Plan in addition to Social 
Security and other liberal personnel policies. 
Living facilities attractive. Private baths. City 
has many cultural advantages. Hospital in a 
beautiful 40-acre park. Apply Director of Nurses, 
Reading Hospital, Reading, Pa. 


NURSES: Supervisory and General Duty. Ac- 

ited 200-bed genera! hospital in suburbs of 
fashington, D.C. 40-hour week; merit increases. 
Near-by universities for continued education. 
Director of Nursing, Suburban Hospital, Beth- 
esda 14, Md 


INSTRUCTOR: 550-bed general hos- 
pital, 30 students. School has full League ac- 
creditation. Large faculty, teaching load light. 
Starting salary, $4,740 for Degree in Education 
and no experience ; $4,980 for Degree in Nursing 
Education and past teaching experience. Increases 
to $5,340. One month’s vacation; 40-hour week ; 
retirement plan in addition to Social Security 
and other liberal personnel policies. Living facil- 
ities attractive. Private baths. City has many 
cultural advantages. Hospital in a beautiful 40- 
acre park. Apply Director of Nurses, The Read- 
ing Hospital, Reading, Pa. 


SCIENCE 


MOVE TO THE GREAT SOUTHWEST. Regis- 
tered Nurses needed for general duty and oper- 
ating room. Good salary and fringe benefits. 
40-hour week. Apply Personnel Office, Harris 
Hospital, Fort Worth, Texas. 





he temporarily gave up his profession 


the U. S. 
returned to 


Air Corps, but 
active 


to serve in 
after the 
nursing. 

A long-time resident of Ossining, 
Mr Taylor (like the other employees ) 
lives outside the prison walls. He and 
his wife have enjoyed many years of 
community life. A 
former police commissioner and member 
of the Board of Education, Mr. Taylor’s 
greatest pleasure away from the hospital 
is spending his leisure time with his 


wal he 


participation in 


grandchildren. 

Sing Sing Prison is composed of 20 
buildings distributed over 52 acres of 
land on the east bank of the Hudson 
River. Literally cut in half by four 
tracks of the New York Central Railroad, 
it has guard posts on and outside the 
wall and along the riverfront fence. 
The last successful prison break oc- 
curred more than 15 years ago. 


To the institution come men of all 
ages—21 to 70, and over—mental ability. 
personality, and criminal types. Some 
leave in a comparatively short time, 
while others remain for life. 

As a result of the great strides in 
prison reforms made during the 
twentieth century, inmates no longer 
walk in the distressing “lockstep” or 
wear the striped uniform of the early 
prison period. Both were abolished in 
the early 1900s, just as certain illnesses 
of that era were eradicated through 
medical progress. Today prisoners re- 
ceive modern treatments and drugs. 

Maladjusted in the world outside, 
these men need emotional and spiritual 
help if they are to become responsible 
citizens. They also need the best possi- 
ble nursing care when physical illness 
occurs; to provide this is the goal of 
prison nurse William Taylor and _ his 


staff. 
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SPECIAL OFFER FOR NURSES 


New, therapeutically 


effective 


plioam eleanse pae‘* 


d ‘‘foam*’) 





for better skin hygiene 


“A more rapid improvement in skin tone, 
appearance and healing rate was achieved 
in 84.4% of the patients.” 


Kice, Janith S.: 
Clin. Med. V:1213, Sept. 1958 


pHoam cleanse pac is a soapless cake, contained 
in a long-lasting, sponge-like applicator that cleanses 
and stimulates the skin without irritating. It elimi- 
nates blackheads and oily plugs, promotes healing 
of pimples. Cumulatively antiseptic and deodorant. 


YELLOW cakes and applicator are highly effective in 
acne, seborrhea and excessive oiliness—medicated 
with sulfur, salicylic acid and bithionol U.S.P. 


PINK cakes and applicator give new tone and vitality 
to youthful and aging skin—are helpful in dry and 
scaly conditions. 


SAVE $1.00 Send only $1.25 


To: DOAK PHARMACAL CO., INC., c/o Nursing World 
480 Lexington Ave., New York 17, N.Y. 
Enclosed $1.25 


Name 
Address 
City ‘ — State_ 


DOAK PHARMACAL CO., INC. 


NEW YORK 17, N.Y. Please send me the [] Yellow C) Pink 


pHi Oam cleanse pac 





THIS CARD 
VALID 
WORLD.wiDE 


BEARER 
BLE 


HORITEC 


TRANSFERA 


JOHN DOE 
100 MAIN STREET 


ANYWHERE, U.S.A, #1W-0000 


Only the ieee’ wait gives you 


OME CREDIT CARDS are issued for gasoline, air travel, 
phone calls or store purchases. They do just ONE 
job. Some credit cards are valid in just one locale. Some 
so-called comprehensive credit cards do not give you the 
great convenience of monthly single-billing for ALI 
charges. You must write many checks; keep many receipts 


and rec ords 


Only The Diners’ Club gives you one monthly bill. You 
pay with one check. Only The Diners’ Club gives you the 
world-wide credit coverage offered by 20,000 carefully 
selected “Members of The Diners’ Club.” Your Diners’ 
Club single-bill credit card is accepted without question 
in fine hotels and motels with approximately 1,000,000 
rooms in the United States and 76 foreign lands; in res 
taurants, night clubs, flower and gift shops; packaged 
liquor stores; the major auto rental services, gasoline sta 
tions and repair shops; for overseas telegrams, temporary 
office help; major sports events; film spectaculars and other 


RUC 


entertainment. The Diners’ Club gift plan permits you to 
charge gift certificates and quality-approved merchandise. 


CHARGE ALL TRAVEL EXPENSES on your Diners’ 
Club single-bill credit card including transportation — by 
land, sea or air — food, beverages, entertaining, sight-see- 
ing side trips. No advance deposit required. Diners’ Club 
offices serve as your mail and message centers. 

Every member of The Diners’ Club receives a wallet-size 
credit card booklet listing domestic services; The Diners’ 
Club Annual International Directory; The Diners’ Club 
Magazine of travel, food and gift ideas. 


ALL THIS FOR SO LITTLE! Annual membership fee 
for all service is only $5.00 with additional cards issued to 
members of your firm or family at $2.50 each. (Your 
Diners’ Club bills provide accurate records for bookkeep- 
ing and tax purposes. Diners’ Club members never need 
to go out and buy prepaid travelers checks.) 


THE DINERS’ CLUB, Coliseum Tower, 10 Columbus Circle, N.Y. 19 * Cl 5-1500 





Only The Diners’ Club can proudly say: 
over 1,000,000 business and FULL NAME 


HOME ADDRESS 


traveling people use its services 
COMPANY NAME 


each month, and more than a thousand 


new members join daily. 


THE 





COMPANY ACCOUNT jp 


9 i FR PERSONAL ACCOUNT came $S FEE: EncLoseD(] silt MeO) 
PERSONAL ACCOUNT [__] 
Bill sent to off rddre ard holder a me Jividua 


DINERS’ CLUB, Coliseum Tower, 10 Columbus Circle, New York 19, W. Y 


wera que s re 





10-NY-NW 3 


jdre e udes one years subscription ft: 





PIONEER AND LEADER 
IN WORLD WIDE CREDIT 
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